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THE ROLE OF THE IMPONDERABLES 
IN SURGERY* 
J. M. T. Finney, M.D., 
Baltimore 

Shakespeare, with his keen insight into 
human nature, and his wonderful faculty of 
expression, makes Hamlet say to Horatio, 
“There are more things in Heaven and Earth, 

Horatio, 
Than are dreamt of in your philosophy.” 

In line with these pregnant words of Ham- 
let, the speaker, not without considerable hesi- 
tation, ventures to present for your consider- 
ation some thoughts based upon certain of his 
own observations and those of others of his 
surgical confreres, as related to him by them. 
He is well aware of the fact that what he has 
to offer constitutes a distinct departure from 
well trodden scientific paths into the realin of 
conjecture, more or less philosophical and 
speculative in character, where scientific proof 
of the soundness of one’s conclusions, drawn 
from the phenomena observed, is not always 
forthcoming, and consequently their correct- 
ness may at times be fairly challenged. The 
comprehensiveness of the subject and the 
time limitations, are offered as an excuse for 
the rather sketchy form of its presentation. 

At the outset, the speaker wishes to stress 
the fact, which is generally well recognized, 
that at times, in a given case, without a prop- 
erly performed autopsy, the exact cause of 
death may well be subject to question. Caution 
should be exercised, therefore, in order to 
avoid drawing too hasty conclusions from in- 
sufficient evidence. 

In the orthodox management of a case of 
illness, the physician or surgeon in attendance 
is largely concerned with three main factors 
—the diagnosis, the prognosis, and the treat- 
ment. However, in order to conserve the best 
interests of his patient, the careful, well-in- 
formed surgeon—and I am speaking now from 


*Delivered by invitation at the Sixty-fifth Annual 
Meeting of the Florida Medical Association, Miami, 
May 9, 10 and 11, 1938. 


; Jacksonville, Florida, July, 1938 


Number 1 


the point of view of the surgeon—will take 
cognizance of certain special factors, in addi- 
tion to those common to all surgical operations 
with which everyone is more or less familiar, 
such as the administration of the anesthetic; 
infection, and the means used to prevent it; 
hemorrhage; postoperative complications, ete. 
The particular factors that I have in mind, and 
which I wish to bring to your attention, for 
want of a better term, I will call the Impond- 
erables. They intimately concern the emo- 
tions, and have to do with the mental o. 
spiritual, rather than the physical make-up of 
In other words, they constitute 
The effect of these 1m- 


the patient. 
the human equation. 
ponderable but very potent forces upon his 
welfare, may at times become very pronounced 
even to the extent of determining the ulti- 
mate result of the operation, whether success 
or failure, life or death. Hence, the necessity 
for a thorough underst-nding of them and 
their adequate control, where possible. These 
imponderable factors are many and varied, 
and may be divided into two main classes: 
first, favorable as regards their effect upon 
the morale of the prospective patient, such as 
courage, confidence, hope, faith, the will to 
live; religious faith cures, such for instance, as 
are reported from the grotto of Our Lady 
of Lourdes in France, or the Shrine of St. 
Anne de Beaupre in Canada, and so on; 
second, the unfavorable effects— the will to 
die, fear, anger, grief, despair, superstitions; 
presentiments, omens, dreams, anniversaries, 
witchcraft, and so on. I recognize full well 
that scientific proof as to the real effect upon 
the patient of the factors just enumerated is 
not by any means always forthcoming, but 
that in certain cases it is very potent, can no 
longer be denied. Autopsies in the fatal 
cases are usually not to be had, or may show 
little that is definite—hence, the true 
of death in individual cases may not be abso- 
lutely determined; nor, on the other hand, 
can the exact cause of the recovery when it 
takes place be definitely stated. I am not now 
attempting to explain the phenomena noted, 
which frankly, I confess my inability to do, 


cause 
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but rather am putting on record certain inter- 
esting facts that have been observed by my- 
self and others, for explanation later, if and 
when our knowledge concerning their causes 
increases sufficiently to make it possible. 

It will be generally admitted, I believe, that 
the state of mind in which the patient ap- 
proaches a surgical operation, exerts a very 
real influence for good or evil, upon its out- 
come. A patient who is “scared to death,” to 
use a common expression, or who is greatly 
worried by gloomy forebodings as to the re- 
sult of theoperation; or who has made up his 
mind that he is surely going to die, is in a 
much less favorable condition to undergo a 
serious surgical operation and make a satis- 
factory recovery therefrom, than one whose 
mind is at rest, and whose apprehensions and 
emotions are not all stirred up. As I acquire 
wider experience, I am more and more im- 
pressed with the advisability of paying greater 
attention, by the operating surgeon, to the 
mental state of the patient about to be op- 
erated upon. Of course, it takes time and 
trouble to do this, and the surgeon’s time is 
limited and valuable as well. So much so, 
that he is unable or, more likely, unwilling to 
give up much of it to talk to, and to reassure 
nervous or apprehensive patients concerning 
the nature and probable outcome of the pro- 
posed operation. I am becoming all the time 
more and more convinced that it is not 
enough simply to inform a patient in a casual, 
matter of fact sort of way that upon a certain 
day at a certain hour, he will be operated 
upon, and let it go at that. The ideas current 
in the lay mind with regard to the discom- 
forts, dangers, and possible unsatisfactory re- 
sults inseparably connected with a surgical 
operation, are often so erroneous and so terri- 
fying as to constitute a real menace to the 
success of the operation, to say nothing of the 
needless mental suffering that is thereby en- 
tailed. The careful, conscientious surgeon 
will, therefore, before undertaking any opera- 
tive procedure, be sure to take the time to 
satisfy himself that his patient is properly in- 
formed as to just what it is proposed to do, 
and why, and so far as it is humanly possible 
to foretell, just what it is hoped to accomplish. 
In this way only can that degree of confidence 
and mutual cooperation, so necessary to the 
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fullest measure of success, be established be- 
tween surgeon and patient. But some will 
say: “I haven’t the time. I can’t operate on 
but half the patients that I do now, if I spend 
so much time with each individual patient.” 
The answer is simple and sure. No surgeon 
has the moral right to undertake to do more 
than he can properly accomplish. 

Instances are not lacking to show that, 
under the stimulus of some strong emotion, 
such as love, hate, patriotism, religious zeal, 
devotion to an individual, to an ideal, to a 
cause, or what not, men and women may rise 
to heights of physical endurance and accom- 
plishment quite beyond their normal capabili- 
ties. May this not also be correspondingly 
true of one’s mental and spiritual faculties? It 
would appear that ample evidence is accumu- 
lating to support this contention. 

It is my purpose in this paper to call atten- 
tion to a class of cases that has interested me 
greatly. Perhaps I may have been unduly im- 
pressed by what would seem to be, if not a 
definite entity, at least a condition of mind in 
the patient, that is capable of affecting to a 
marked degree, either favorably or unfavor- 
ably, the result of a surgical operation, which 
is the question just now under consideration. 

The salutary effect, to which reference has 
already been made, that entire confidence in 
one’s doctor, be he medical or surgical, exerts 
upon a patient, is a matter of common knowl- 
edge and remark. Who has not met with in- 
stances where the whole aspect of a case has 
been quickly changed by the effect upon the 
morale of the patient that renewed confidence 
inspires? On the other hand, lack of confi- 
dence in one’s physician or surgeon creates an 
atmosphere of suspicion and distrust, which is 
most unfavorable to a satisfactory outcome of 
any prescribed course of treatment, whether 
medical or surgical. As a result of these ob- 
servations, the speaker has become impressed 
with the fact upon which he wishes to lay es- 
pecial emphasis that in preparing for a surgi- 
cal operation there is something more to be 
taken into account than merely the diagnosis, 
the aseptic technique, the administration of 
the anesthetic and the use of the knife, as 
vitally important as all these are, namely, the 
state of mind of the patient at the time of the 
operation. 

Evidence is not wanting to show that in 
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some quarters at least, modern science is be- 
ginning to take cognizance of certain psychic 
phenomena, the existence and significance of 
which has hitherto been largely ignored. 

It is a fact worthy of note that while casual 
interest in psychic research had existed in the 
scientific mind since a very early date, yet it 
was not until about fifty years ago that any 
organized effort was undertaken to make a 
serious study of the subject. However, in the 
last haif century many prominent scientists 
and men of letters have given the matter care- 
ful consideration. 

The American Society for Psychic Re- 
search was founded in 1925. 

In this country intensive studies of various 
phases of the subject have recently been un- 
dertaken in certain universities,—Clark and 
Duke, for instance. Among the most recent 
converts to the study of psychical phenomena 
as representing a field which science can no 
longer ignore, are such outstanding scientists 
as Alexis Carrell, whose recent writings upon 
this subject have attracted much attention, 
and Compton of stratosphere fame. It will 
thus be seen that the observations here re- 
corded, explain them as you may, are by no 
means isolated instances. It is well, however, 
in the present uncertainty, for scientific men 
to keep open minds in respect to psychical re- 
search, until sufficient knowledge upon which 
to base a more definite opinion, has been ac- 
quired. 

The speaker wishes it clearly understood 
that he is neither a psychologist nor a psychi- 
atrist, nor even a physiologist, nor yet a spir- 
itualist. He is simply an observant surgeon 
with an open mind, greatly interested in the 
varied phenomena both physical and _ psychi- 
cal, that from time to time have presented 
themselves in the course of his practice, and 
scientifically curious to know the reasons why, 
in order that such knowledge may enable him 
to take better care of his patients. 

It is hoped that this discussion may direct 
the attention of that portion of the profession 
to whose notice it may come, to a phase of 

surgery which has hitherto received rather 
scant attention, namely, the human element. 
Every one will agree that the surgeon has no 
more right to inflict needless mental anguish 
than he has to cause unnecessary physical 
pain. Both tend to lower the resistance of 
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the patient and render him a less favorable 
surgical risk. Therefore, one of the first ob- 
ligations of the surgeon when he assumes the 
responsibility of the care of a patient is to 
acquaint himself with, and to remove, so far 
as humanly possible, all obstacles, physical 
and mental, to a successful conduct of the case. 
In order to do this satisfactorily, it is essential 
that the surgeon should come to know as in- 
timately as possible what the old family doctor 
used to call “the constitution” of his patient. 
Until quite recently it was customary in in- 
formed circles, to smile complacently when 
this expression was used. Now, however, its 
true significance is beginning to be more gen- 
erally recognized. 

Let us for a moment consider a few of the 
more important emotional elements that exert 
far-reaching effects upon the patient about to 
be operated upon. There is, first, the element 
of fear. That there is a wide-spread feeling 
in the public mind, that there is such a thing 
as a person’s dying from sheer fright, is shown 
by the frequency with which one hears the 
expression “scared to death’’ used, and the 
number of cases that one finds in the public 
print, both lay and professional, where death 
has been ascribed to this cause. Physiologists 
have studied closely the effects produced in 
animals by fear, and rage, which are very 
similar. They tell us that any strong emotion 
brings the sympatho-adrenal mechanism into 
supreme action, and thus it is perfectly pos- 
sible that death may be precipitated in an in- 
dividual already the subject of certain nerv- 
ous, vascular or other affections that make 
him more vulnerable to emotional storms,— 
such, for instance, as are inseparable from the 
contemplation of a surgical operation. 

To quote again from Shakespeare : in Ham- 
let, Act V, Scene 1, is given a classical de- 
scription of a victim of severe fright. Says 
the Ghost to Hamlet: 

“T could a tale unfold whose lightest word 

Would harrow up thy soul, freeze thy 

young blood, 

Make thy two eyes, like stars, start from 

their spheres, 

Thy knotted and combined locks to part, 

And each particular hair to stand on end, 

Like quills upon the fretful porpentine!” 

A study of this vivid picture of severe 
fright, a not uncommon condition in highly 
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nervous patients about to undergo a surgical 
operation, is all that is necessary to convince 
one that such a state of mind, with its accom- 
panying functional disturbances, is surely not 
conducive to the success of a surgical operation. 
One of the best known of the traditions of 
surgery, handed down since the time of Hip- 
pocrates, is that in order to insure the best 
postoperative results, the physiological pro- 
cesses involved in wound healing should not 
be interfered with, but aided as much as pos- 
sible. To this end, tranquility of mind, bodily 
rest, and freedom from pain are all factors of 
prime importance. In spite of the fact that 
everyone who knows anything about the heal- 
ing of wounds is aware of the fundamental 
nature of the facts just stated, nevertheless, 
how much attention does the average surgeon, 
in his busy life, pay to them, To be sure, or- 
dinary care is usually exercised to keep the 
patient quiet, and to relieve unnecessary pain, 
but that is all. Experience, however, will show 
that time taken to gain the patient’s confi- 
dence, to remove doubts and fears from his 
mind, to explain just what it is proposed to 
do and why, what the chances of recovery of 
health and bodily functions are, is time well 
spent, and will yield rich returns in peace of 
mind, better wound healing, a more rapid and 
complete convalescence, and not infrequently, 
the making of a lasting friend out of one’s 
patient. The “sine quae non” to the accom- 
plishment of the best in surgery, is attention 
to detail, mental, physical and technical. It is 
nothing short of the best that the surgeon 
should strive after in his work, not simply that 
it should be just good enough. It is the hund- 
reth case that the surgeon should be con- 
stantly striving for, and preparing himself to 
meet. This is the case, the successful man- 
agement of which will tax the resources of the 
surgeon to the utmost. The ninety-nine will 
likely take care of themselves, either because 
of, or (horrible thought), perhaps even in 
spite of, whatever the surgeon may do. 

In a recent paper, Guthrie has emphasized 
the necessity for, and the advantages to be 
gained by, the elimination of fear from the 
surgical patient’s mind. His paper is timely 


and well worth reading by every surgeon. 
Cannon and Freeman have contributed very 
materially to our knowledge concerning the 
effect of the emotions, especially fear and 
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rage, upon the bodily functions. Cannon de- 
scribes in detail the disturbed physiology in 
animals brought about by rage which is 
closely akin to that of fear. In addition to 
the external evidences so graphically described 
by Hamlet’s Ghost, Cannon calls attention to 
certain deeper changes produced, such as “ac- 
celeration of the heart beat, rise of blood pres- 
sure, increase of blood sugar, redistribution 
of blood in the body, a greater output of ad- 
renal secretions, and a digestive process that 
is markedly inhibited.” He also shows “the 
way in which the emotional level, by affecting 
the sympathetic system may have a harmful 
influence on the organism as a whole.” Those 
engaged in medical practice, whether physi- 
cians or surgeons, have many opportunities to 
observe instances in which strong emotions 
may in various ways greatly disturb the nor- 
mal functioning of the human organism. This 
is especially true in resulting disturbances of 
digestion, of metabolism, and of heart action 
as described by Cannon. He further empha- 
sizes the fact that in “the case of strong emo- 
tional excitement, the internal environment 
of the body may be so affected as to determine 
for weal or woe, the fate of the whole or- 
ganism.” It is thus seen that harmful emo- 
tions such as fear, grief, disappointment, de- 
spondency and the like, may lower a patient’s 
resistance, upset the health balance of the 
body, retard convalescence, interrupt recovery 
and, when very intense, especially if associa- 
ted with grave organic disease or severe pain, 
may actually cause death. ‘Therefore’, asks 
Guthrie, “is not an earnest effort upon our 
part to eliminate harmful emotions from our 
patients’ minds justifiable?’ To which ques- 
tion a unanimous affirmative answer will be 
given. In order to accomplish this, team-work 
must be developed among all those who have 
to do with the patient—doctors, nurses, even 
orderlies, all hospital attaches alike. Every 
effort should be made to get and keep the 
patient in the best frame of mind _ possible 
while waiting in the hospital ward for the sur- 
gical operation. Irreparable harm may be done 
during this critical period by disturbing 
sights, sounds and tales told by others, when 
the patient about to be operated upon sorely 
needs the moral support of all those associated 
with him. He needs to be reassured and 
strengthened physically, mentally, and spirit- 
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ually, to undergo the severe strain of the pro- 
posed operation. A spirit of optimism should 
characterize the entire staff, and an atmos- 
phere of hopefulness should pervade both hos- 
pital and ward—not silly Pollyanna-like stuff, 
but a firm belief, born of unshaken faith, in 
the will and ability of the surgeon to accom- 
plish the desired result which will impart to 
the patient a like feeling of confidence. 


Hope and confidence are two of the strong- 
est bulwarks to sustain the courage of the 
patient to endure the trials, dangers and suf- 
fering, both physical and mental, that not in- 
frequently attend surgical operations. Think 
for a moment, of what it would mean to each 
one of us personally to have to undergo an 
ordeal of this sort, with no confidence in the 
skill or ability of the operator, no assurance 
as to the outcome of the operation, only har- 
assing doubts and fears. I recall vividly the 
case, many years ago, of a middle-aged Jew- 
ess with marked hyperthyroidism, associated 
with a moderate enlargement of the thyroid 
gland. It was proposed simply to ligate the 
vessels, the usual preliminary procedure in 
such cases in those days. The patient who was 
extremely nervous and apprehensive, had been 
placed, preparatory to the operation, upon the 
old Halstead type of operating table then in 
use. As some of you may remember, it was a 
relic of the old antiseptic, irrigation surgery 
days, made entirely of wood, with an elevated 
border about four inches high around the 
edges of the table, upon which was placed a 
narrow loose board, which served as the top. 
While preparing the patient for the ether, and 
before its administration had begun, the end 
of the board slipped off inside of the elevated 
rim of the table, and together with the patient, 
suddenly dropped the four inches. The patient 
uttered a startled cry, and was dead. Unfor- 
tunately, no autopsy could be had, so the ac- 
tual cause of death was undetermined. But 
whatever the actual cause, there can be no 
doubt but that death was precipitated by the 
shock and fright due to the sudden, unex- 
pected jolt. 

On the other hand what shall we say with 
regard to the element of faith either in the 
personality of the surgeon, in the efficacy of 
the particular remedy used, or in the power of 
prayer to accomplish superhuman results? 
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There are comparatively few, I fancy, who do 
not share the prevailing belief that the days - 
of miracles are over. But, however one may 
explain them, and there is no unanimity of 
opinion upon this point; and in spite of ex- 
travagant claims of its devotees, candor com- 
pels the unprejudiced observer to admit that 
many remarkable cases are on record where at 
least symptomatic cures have been brought 
about by faith in some supernatural agency, 
be it prayer to the Supreme Being, or belief 
in the power of faith to heal. To deny the 
reality of a phenomenon, simply because one 
cannot explain it, is the height of folly. Ham- 
let was right when he said, as quoted at the 
beginning of this paper, “Vhere are more 
things in Heaven and Earth, Horatio, than 
are dreamt of in your philosophy.” There are 
many things incomprehensible to the finite 
mind and beyond the ability of science at the 
present time, to explain, that nevertheless may 
at times appear very real. It is well, then, that 
the surgeon should continue to maintain an 
open mind in matters as yet not finally set- 
tled. 

The will to live, a greatly to be desired 
frame of mind in the psychology of the pa- 
tient about to be operated upon, flourishes best 
in an atmosphere pervaded with confidence 
both in the personality and ability of the sur- 
geon, and in the outcome of the operation. 
Hence, we recognize at once, that this im- 
ponderable factor of confidence and trust on 
the part of the patient, is one of the best 
assets that the surgeon has in his work. If 
one tries to analyze the basis upon which it 
is founded, at once one meets with difficulties. 
That it is not always based solely upon merit 
is certain, because now and again one meets 
with instances where some ignorant or un- 
scrupulous quack possesses to a remarkable 
degree the ability to inspire confidence in his 
patients and, strange to say, the latter are by 
no means all of the ignorant and uneducated 
classes. Some highly educated persons are 
most foolish in their choice of medical ad- 
visors. To be sure, both education and ability 
do count in the long run, but personality, that 
quality so difficult to describe and yet so well 
understood, along with a profound under- 
standing of and respect for human nature and 
an evident interest in the patient himself, are 
the attributes that more than any others in- 
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spire confidence and trust in the average pa- 
tient. 

Who has not met with instances, a sick 
mother with an invalid child perhaps, where 
the life of the former has been despaired of, 
but where, in spite of this, her indomitable will 
to live for the sake of her child, has furnished 
the factor necessary to tip the scales in favor 
of her ultimate recovery. Such experiences 
tend to create in the mind of the surgeon the 
impression that there are some patients who, 
under certain circumstances, simply will not 
give up, and who “refuse” to die, when ac- 
cording to all the rules of the game, as gen- 
erally understood and played, they should do 
so, since apparently everything was against 
them, save only the will to live. Kipling gives 
expression to this same idea in his well known 
poem, “If.” 

“Tf you can force your heart and nerve and 
sinew 

To serve your turn long after they are gone, 

And so hold on when there is nothing in 
you, 

Except the /Vill, which says to them “Hold 

On!” 

But there is a reverse side to the picture, 
one not so well recognized, perhaps, but none 
the less definite. Unfortunately, all patients 
are not so constituted as those to which we 
have been referring. Just as we occasionally 
see a patient who is determined to live, sc 
there are others—fortunately comparatively 
few in number—just as determined to die, 
and who are seemingly content to lie down 
and die without a struggle. In this connec- 
tion, I recall the remarks of a surgeon of 
wide experience, under whorn for a time it 
was my privilege to work as assistant. 
Upon one occasion, in referring to a certain 
operation that he had performed on a female 
patient of this latter type, he characterized her 
mental attitude rather graphically and perhaps 
a bit resentfully, thus, —“We did a good job 
on that woman if I do say so, now didn’t we, 
Finney ?” To which proposition, I heartily as- 
sented. “But,” insisted he, “damn her, she 
didn’t do her part, she didn’t back us up.” 
This determination upon the part of the pa- 
tient to do his or her part after a surgical 
operation, is one of the most heartening assets 
that a surgeon can have in his work, and it can 
and should be encouraged by him. Surgeons 
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are but human—very human in fact—and as 
such respond to certain mental stimuli re- 
ceived in the course of their professional 
work. Every one of us recognizes the fact 
that he can not do his best work when he well 
knows that the case upon which he is about to 
operate is hopeless to start with. Under such 
circumstances he is beaten before he begins. 
While on the other hand, the spirit of opti- 
mism and cooperation upon the part of the 
patient about to be operated upon is infectious, 
and the surgeon is thereby stimulated to put 
forth extraordinary efforts in the patient’s be- 
half. 

As we have already indicated, the belief is 
very prevalent that in some mysterious way 
mind exercises a marked control over matter, 
that at times, by the sheer force of will power, 
apparently insuperable obstacles may be over- 
come, and the seemingly impossible accom- 
plished. One could multiply instances of this 
controlling influence of the spiritual over the 
material in all walks of life. Military history 
is replete with the records of heroic deeds per- 
formed under its magic spell, such, for in- 
stance as Horatius at the bridge before Rome 
(every school boy, certainly of fifty years ago, 
will remember declaiming the stirring poem 
recounting this valorous deed) ; Washington, 
at Valley Forge; Joan of Arc; and more re- 
cently, Petain at Verdun, he of “ils ne passe- 
ront pas” fame. In the realm of science, one 
recalls the many wonderful accomplishments 
by devoted workers and investigators, many of 
them achieved in the face of untold difficulties 
and discouragements, not to mention dangers 
and death itself. The field of sport furnishes 
many examples. I shall refer to but one. The 
late Bill Roper, the great Princeton football 
coach, capitalized this idea in his famous text 
—‘‘The team that won't be beaten can’t be 
beaten,” from which he preached many a stir- 
ring sermon to his lagging teams. And so one 
could continue indefinitely relating instance 
after instance, where, in all forms of human 
endeavor, an indomitable will has repeatedly 
prevailed over apparently insurmountable ob- 
stacles. 

On the other hand, instances aplenty are on 
record where patients have died without any 
discoverable reason, other than the preoper- 
atively announced determination so to do. Of 
course, everyone recognizes the fact that in 
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every case the subject of the obsession either 
to die or get well, as the case may be, does not 
do so, but it happens with sufficient frequency 
to attract attention as something more than a 
mere coincidence. This obsession or presenti- 
ment or will to die, call it what you like, not 
infrequentiy has its origin in a dream or some 
previous psychic experience that has, perhaps 
subconsciously, made a profound and lasting 
impression on the patient. It may be, however, 
and not infrequently is, associated with an ap- 
proaching surgical operation. Everyone is 
familiar with the characteristic actions of cer- 
tain persons of a highly nervous temperament, 
who, when told that a surgical operation is 
necessary—to use a very expressive slang 
at once “hit the ceiling’ and along 
with other evidences of emotional excitement, 
vociferously proclaim that they will die as a 
result. This type is readily recognizable and 
makes little impression upon the surgeon. That 
other type, however, to which I wish to call 
your especial attention, is quite different. Here 
the patient is self-contained and free from ex- 
citement. He or she will look you straight 
in the eye, listen quietly to your opinion and 
advice, and then calmly remark that of course, 
if you think he should be operated upon, he 
will have it done, because he respects your 
judgment and has confidence in you, but that 
if operated upon, he knows that he will surely 
die. To such an one you can say or do noth- 
ing to disabuse his mind of this fixed idea 
until you have taken the time to gain his con- 
fidence and reason it out with him. There is 
a wide-spread belief among surgeons, founded 
upon experience, that such a patient is more 
than likely to carry out his announced inten- 
tion, unless some well-directed effort is made 
to obviate it. Personally, I no longer operate 
upon this type of case, until I have had him or 
her under observation for a long enough time 
—it may be weeks—to completely gain his 
confidence, and come to know him, and not 
always do I operate then. 

This curious type of individual just de- 
scribed, every surgeon of experience will meet 
with now and then, fortunately not often; but 
having met him once or twice, he will not be 
apt to forget him. 

Although it was many years ago, very early 
in my professional career, I have a very vivid 
recollection of the first case of this kind that I 
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had seen. I was consulted by a middle-aged 
maiden lady, of the quiet, rather shy type, re- 
ferred to me from the country.-Her complaint 
was an abdominal swelling, which upon exam- 
ination proved to be an ovarian cyst. Not 
doing gynecological work, I referred her to a 
gynecologist, who advised removal of the cyst, 
at the same time assuring the patient that the 
operation would be a simple oue, and attended 
with little risk. She returned to me after his 
examination to talk matters over. She said 
that she would of course take his advice and 
have the operation, as she fully realized that 
something would have to be done, but that she 
would have to return home first to arrange her 
affairs, since if she were operated upon she was 
sure that she would die. I tried to disabuse 
her mind of this idea, but was unable to do so. 
She returned home and after two weeks was 
back again. I happened to be in the hospital 
(Johns Hopkins) when she arrived, and ac- 
companied her to the ward. It was a hot, 
sultry summer afternoon, and there was in 
progress just at that time, a severe electrical 
storm. As we entered the ward to which she 
had been assigned, there came a blinding flash 
of lightning accompanied by a deafening crash 
of thunder. She stopped, and without the 
least show of agitation or fright, quietly re- 
marked “that settles it!’ “Yes”, said I, “it 
certainly seemed to settle something.” She 
replied, “Oh you don’t understand what I 
mean. Now I know that I shall surely die if 
operated on.” An omen direct from Above, 
so she had interpreted the occurrence. It then 
developed that the ward we had just entered 
had been struck by lightning and set on fire. 
There was considerable excitement as a result, 
but no great damage had been done. 

Careful physical examination of the patient 
before operation was negative, except for 
the ovarian cyst. A day or two later, she was 
operated upon, still insisting in her quiet way 
that she would die as a result. She took her 
anesthetic well. The operation, which consist- 
ed in the removal of a simple, uncomplicated 
ovarian cyst, revealed nothing unusual, and 
was quickly and skillfully performed. She 
recovered promptly from her anesthetic and 
made fairly satisfactory progress for a day or 
two. In reply to questions, she said she felt 
very weak, and continued to insist that she 
would not recover. She gradually failed, be- 
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coming progressively weaker, for no apparent 
reason except failure to retain and assimilate 
nourishment, and responding not at all to 
treatment. She was seen, among others, by 
Doctor Osler, who called her condition, “‘ano- 
rexia nervosa.” Now we would probably call 
it acidosis. In less than a week’s time she 
died. No complete autopsy was allowed, but 
the operative wound was reopened and thor- 
oughly explored. Everything was found to be 
all right. Cultures from the abdominal cavity 
were negative. No adequate cause of death 
could be assigned. 

I will report one more case. A middle- 
aged traveling man whose home was in a 
southern city, consulted me for an inguinal 
hernia which on several occasions had become 
temporarily incarcerated, and had _ thereby 
caused him no little inconvenience and men- 
tal worry. He was of a rather nervous tem- 
perament, but quiet spoken, and not given to 
extravagant statements. I examined him and 
owing to his past history and the nature of his 
occupation, advised a radical cure. He replied 
that he was sure that operation was necessary, 
and that he had made up his mind to have 
it done, if I so advised; but he rather casually 
added, that if operated upon, he was sure that 
he would die. Impressed by his manner, and as 
a result of previous experience with this type 
of case, I questioned him closely about his ob- 
session, which apparently it was. He told me 
that he was not willing to wear a truss, that he 
had tried it; that it was extremely objection- 
able; that it did not hold the hernia satisfac- 
torily; that he had .thought the matter 
through, and felt that he could not go on as 
he was; that the operation was the only thing 
to do, but he continued to insist that if he were 
operated on, he would surely die. Further im- 
pressed by his earnest manner, and the frank 
way in which he looked me in the eye, and 
reiterated his conviction, I declined to operate 
and sent him home, after directing him where 
to go to get a properly fitting truss, and urg- 
ing him to continue to wear it. After some 
months, however, he returned, saying that he 
could no longer wear his truss, and that he 
was back, ready and determined to have the 


operation. In reply to questions, he still in- 


sisted that he felt the operation was necessary, 
and that he wanted me to do it, but he was 
still sure he would die as a result. 


Foolishly 
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I consented to perform the operation, after 
trying without avail either to dissuade him, or 
“to pass the buck” to someone else. With some 
misgivings, I admitted him to the hospital. 
The report of his pre-operative physical ex- 
amination was entirely satisfactory through- 
out. The operation was a perfectly simple one 
in every way, and he had an uneventful con- 
valescence, except that for several days he ran 
a slight unaccounted for elevation of temper- 
ature. Phlebitis was suspected, but no physi- 
cal signs could be found. I joked with him a 
bit, after a day or two, about his surprise, 
which he admitted, at still being alive, but was 
always met with the same quiet rejoinder, that 
he wasn’t yet out of the hospital, so we had 
better wait awhile. After the usual period of 
ten days, his wound having completely healed, 
and his temperature having subsided, he was 
ready to sit up, and apparently was beginning 
to become reconciled to the idea of living; 
when suddenly while on the bed-pan, without 
warning, he uttered a cry, put his hand to his 
chest, and died. Unfortunately, no autopsy 
could be obtained, but owing to the character 
of the attack, and the slight elevation of tem- 
perature noted, it appeared most likely that his 
death was due to pulmonary embolism or pos- 
sibly coronary thrombosis. It was learned later 
that during the interval between his two visits 
to me, he had arranged all of his affairs, made 
his will, bought a lot in the cemetery, selected 
his pallbearers, arranged all details for his 
funeral, including the engagement of the 
clergyman to conduct the services, the pur- 
chase of a new suit of clothes in which to be 
buried, and which he had brought along with 
him when he returned for his operation. He 
also left a note giving full directions for the 
funeral and the disposal of his effects. All this 
showed how firmly the idea had taken pos- 
session of him. 

Dr. R. L. Payne of Norfolk, Virginia, re- 
lates a case in point. The patient, a woman of 
a rather nervous type, had a simple uncom- 
plicated hernia. Into the ward where she was 
a patient, there was admitted the day before 
her operation, a mildly insane woman, who 
when she heard that this patient was going to 
be operated upon, kept repeating to her that 
she was going to die, that the surgeons were 
going to kill her, that there was no doubt 


about it. The next morning when she was 
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put on the stretcher preparatory to be taken 
to the operating room, the insane woman rose 
up in her bed and, shaking her finger at her 
cried out: “You are going to hell right now; 
they are going to kill you.” The woman went 
to the operating room greatly agitated by this 
tirade, and died soon after a simple, uncompli- 
cated femoral hernia operation. The autopsy 
revealed no demonstrable cause of death. 

What is to be done in case one is consulted 
by a patient of the type just referred to, who is 
really in need of a surgical operation, as were 
the two cases just reported? My respected 
former chief, Professor Halstead, would noi 
operate upon any patient with the “I shall 
surely die if operated on’’ complex. For years, 
until comparatively recently, I have consist- 
ently declined to operate upon such cases when 
recognized. A number of my surgical friends 
tell me that they do the same thing. I be- 
lieve, however, that in selected cases, it may 
be possible, if one is willing to take the time 
and trouble to gain the patient’s confidence, 
as to be able to reason the obsession out of his 
mind, and thus make him or her, an ordinarily 
good surgical risk. 

I have recently operated upon a case of ad- 
vanced exophthalmic goitre ; a woman of mid- 
dle age, in otherwise good condition. She had 
lost her husband a year or two ago, and 
had since been much depressed and discour- 
aged. In the course of her examination she 
stated that she knew that she would have to 
be operated upon, as she couldn’t carry on as 
she was and added that she was ready but 
that if operated upon, she would surely die. 
I discussed this idea with her and then de- 
clined to operate, unless she would come into 
the hospital prepared to stay as long as I 
wanted her to, until I made up my mind 
whether or not to operate at all. She agreed 
to do this, as she had nothing to do, and en- 
tered the hospital. I was interested to see what 
I could do with her, so I saw her every day and 
discussed with her the operation and every- 
thing pertaining to it, for about four weeks. 
At the end of this time her “I will surely die”’ 
complex had entirely disappeared; she was 
cheerful and quite reconciled to living. The 
operation was most satisfactory in every way, 
and she went home well, with an entirely new 
outlook on life. 

Gould and Pyle in their book, ““Anomalies 
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and Curiosities of Medicine,” Philadelphia, 
1897, state “presentiment or divination of ap- 
proaching death has been established as a 
strong factor in the production of a fatal issue 
in many cases in which there was every hope 
on the part of the attending physician for a 
recovery.” Hippocrates, Romanus, Moeller, 
Richter, Jordani and others of the older writ- 
ers all mention it, and certain later writers, 
Andrews, Vos, Montgomery, et al, have re- 
ported cases. The last named reports the case 
of a woman suffering from carcinoma of the 
uterus. He saw her first on October 6. She 
then told him that she had a strong presenti- 
ment that she would die on October 28. That 
was the date of her birth, and her first hus- 
band had died on that date. On that date, too, 
she had married her second husband. On 
October 27 her pulse began to fail without 
adequate cause; she became _ progressively 
more prostrated, and died on the 28th. This 
case well illustrates the association of pre- 
sentiment and anniversaries with the death of 
the patient. 

Dreams seem to have a potent influence in 
some cases, many instances of which are re- 
corded. I will relate just one, reported by 
Montgomery: The patient was a married 
woman, aged forty years, mother of several 
children. He was called to see her early one 
morning, because of great nervous agitation 
and distress due to a dream from which she 
had just awakened crying. Beyond the ex- 
treme distress and nervousness, no evidence 
of disease of any kind could be found. Her 
dream consisted of seeing in a churchyard a 
handsome monument. It had been erected by 
some children to the memory of their mother. 
Upon observing the children who were stand- 
ing around it, they appeared to be her own, 
and upon closer inspection the monument was 
seen to be hers, with her name inscribed on 
it. Montgomery states that, after talking to 
and reassuring her for a while, she became 
more composed, and fell asleep, but presently 
awakened much as before. Again, most careful 
examination revealed no evidence of disease of 
any kind. After a few hours, the uneasiness 
and depression returned, the pulse grew weak- 
er, and in a few hours more she died. No re- 
port of autopsy. 

Andrews in discussing this peculiar condi- 
tion, after several experiences with it, re- 
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marks: “Presentiment of death is a dangerous 
symptom, and one which should never be dis- 
regarded.” 

It is an interesting fact that certain well 
known historical characters have been subjects 
of this premonition,—Mozart wrote his im- 
mortal “Requiem”, convinced that it would be 
for himself. Just before his death, which oc- 
curred shortly after its completion, he re- 
marked: “Did I not tell you?” 

Hogarth possessed with a similar premoni- 
tion hurriedly painted the canvas which he de- 
clared was to be his last. When it was fin- 
ished, he broke his palette to pieces and said 
“T have finished.” Shortly afterward he died. 

A number of instances have been brought 
to my attention from the World War, where 
soldiers have met their deaths in battle, sub- 
jects of a strong premonition. 

In explanation of these and similar pre- 
monitions, so great an authority as John 
Hunter is quoted as saying: “We sometimes 
feel within ourselves that we shall not live, 
for the living powers become weak, and the 
nerves communicate the intelligence to the 
brain.” Hunter’s own death seems to have 
been a confirmation of this statement, for on 
leaving home to attend a faculty meeting, he 
intimated that if a certain discussion which 
awaited him at the hospital to which he was 
going, took an angry turn, it would prove his 
death. While speaking a colleague flatly con- 
tradicted him and in a rage he expired almost 
immediately. Of course in Hunter’s case there 
was ample cause for his death. He was known 
to have an aortic aneurysm, supposed to have 
resulted from syphilis with which he had in- 
oculated himself for experimental purposes. 
He had also been subject to recurring attacks 
of angina pectoris, but unquestionably his 
death was precipitated by the fit of anger de- 
scribed, 

Gilbert, in The Romance of the Last Cru- 
sade, the description of Allenby’s march on 
Jerusalem, states it as a well known fact 
that Arab camel drivers accustomed to the 
heat and sands of the desert, when they felt 
that they could no longer stand the cold and 
the rocky traveling in Palestine, bade affec- 
tionate farewells to the camels they had been 
driving, then went off to the side of the road, 
carefully selected a spot, squatted down, 


pulled the skirt of their cloaks over their 
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heads, murmured a prayer to Allah, and very 
shortly afterwards they would be dead. Hav- 
ing made up his mind that he was unable to 
continue further, too sick and miserable to 
live, the driver just “willed himself to die.” 
Gilbert relates the case of a native, his own 
body servant, who had been brought before 
him for some small crime he had committed. 
A minor punishment was awarded. However, 
the native insisted that he was not guilty and 
requested a remission of the penalty, which 
was refused; whereupon he replied with dig- 
nity, “my master does not believe me, there- 
fore I shall die.” Some hours later the man 
was found just outside the camp, under a palm 
tree, dead. After having in the customary 
manner carefully wrapped his cloak around 
his head he had “willed himself to die.” Re- 
turned medical missionaries and others from 
the Far East corroborate these reports, and 
record similar incidents in their own experi- 
ence. 

I am indebted to my friend, Doctor Charles 
I’. Elvers, who is quite an authority on the 
life and customs, ancient and modern, of our 
American Indians, for the statement that 
among certain tribes, when the Spirits “called”’ 
an individual, his life was ended and he 
straightway lay down and died. 

Says John Reid in his book entitled The 
Philosophy of Death: “Death is not infre- 
quently ascribed to mental states such as 
fright, joy, grief, a broken heart, etc. How- 
ever, in all such cases if there is any tendency 
in the system to any particular disease, the 
probability is that the intense mental emotion 
will at least accelerate its course, and thus 
bring about the death of the individual.” 

That there is something in this idea, there 
has, I believe, accumulated enough credible 
evidence to make it at least quite probable. 

3ut let me again utter a word of warning: 
{t does not do to be too positive in matters 
incapable of scientific proof. That such a 
thing as a measure of voluntary control over 
one’s vital forces by certain individuals, es- 
pecially among the more primitive races, un- 
der certain circumstances, numerous reports 
of well authenticated cases would seem to in- 
dicate. Hence I repeat: the careful surgeon 
would do well, before deciding upon a surgi- 
cal operation, to examine into the mental atti- 
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tude of the patient as thoroughly as into the 

state of his physical health. 

The object of this paper is to bring to the 
attention of physicians and surgeons the ad- 
visability of having the patient, about to un- 
dergo the trying experience of a surgical 
operation, in as good condition, both physical 
and mental, as possible. When a surgeon 
undertakes to operate upon a patient, it is fair 
to assume that he accepts the responsibility 
of seeing to it that all means in his power will 
be exhausted in order to bring about a good 
result. Heretofore, attention has been directed 
chiefly to the strictly physical aspects of the 
case largely to the exclusion of the mental. I 
wish to enter a plea for a more careful study of 
the mental and emotional state of the patient. 
From time immemorial it has been known 
that mind exercised a most important influ- 
ence over matter. But in some way this fact 
has been largely disregarded in surgery. By 
this report of several rather interesting cases 
that have occurred in my own personal experi- 
ence, and by the study of similar experiences 
of others, illustrative of the point it is desired 
to make, it is hoped to draw the attention of 
the profession to the important effect upon the 
ultimate result of a surgical operation, of the 
mental state in which the patient is at the time 
of the operation. My experience covering a 
half century and a little more in the study 
and management of surgical cases, has im- 
pressed upon me the fact that the matter is 
of sufficient importance to bring to the atten- 
tion of the profession for further observation 
and discussion. 

From this rather long and disconnected re- 
cital, the following conclusions would appear 
to be justified : 

1. That closer attention should be given by 
surgeons to certain imponderable but, 
nevertheless, important factors that may 
vitally concern the success or failure of a 
surgical operation. 


bo 


This is made obvious by the undoubted 

fact that the psychic element may at times 

exert a far-reaching influence over the 
physical well-being of the individual. 

3. That much can be done in the way of 
mental and physical relief for patients 
both before and after operation, thus ren- 

dering them better surgical risks. 
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4. In order to accomplish this, the surgeon 
must be willing to take the necessary 
time and trouble to study and know his 
patients, in order to secure their whole- 
hearted confidence and cooperation. In 
other words he must be a student of 
human nature. He must learn to know 
and respect the mental and emotional ele- 
ments in his patients. 

5. It is well recognized that much that is 
referred to in this paper is as yet incap- 
able of scientific proof. It is submitted 
largely as a matter of interest, without 
any idea of drawing too definite conclu- 
sions therefrom, but with the firm convic- 
tion that there is enough in the observa- 
tions reported to warrant further careful 
study by surgeons and physicians. 

6. Finally the point that I have had in mind 
in the preparation of this paper, and the 
one that I would like to leave with you is: 
In all of our professional work let there 
be no whit less of the scientific but I plead 
for more of the human element, more 
heart in all of our relations with our pa- 
tients. They will thus fare better, and we 
will have more real satisfaction in our 
work. 





2947 St. Paul St. 





PROTAMINE ZINC INSULIN IN THE 
TREATMENT OF DIABETES 
MELLITUS* 

LourE LimpauGu, M. D., and 
Karu Hanson, M. D., 
Jacksonville. 

This paper on protamine zinc insulin is 
based on the clinical conclusions of others as 
given in the literature and also on our own 
experience with 37 private patients. Seventeen 
of these have been transferred from old in- 
sulin routine and 19 had received no previous 
insulin treatment. 

Protamine zinc insulin as sold on the market 
today is made up of insulin hydrochloride, 
protamine and small amounts of zinc. The 
zinc content is 0.2 mg. per hundred units of 
insulin. Rabinowitch’ has shown that there 


*Read before Duval County Medical Society, Jack- 


sonville, January 4, 1938. 





is no danger of any cumulative effect of zinc 
in the body. The protamine is obtained from 
the sperm of the salmon in this country. Pro- 
tamine zinc insulin is a relatively insoluble 
compound and is purchased as a flocculent sus- 
pension. Each cc. contains 40 units of in- 
sulin. A preparation containing 80 units per 
cc. will soon be available. Recently we have 
transferred four of our most severe diabetics 
to this strength insulin. To date, it has been 
fully as efficient and satisfactory as the U40. 
No change in dosage has been necessary. To 
insure uniform dosage, the vial should be 
gently shaken each time just before use. The 
preparation is quite stable and will keep for six 
months or longer. It is buffered so that it is 
maintained at a pH of 7:3 which is the point 
of lowest solubility of the compound. This pH 
is only slightly below that of tissue fluids. It 
has been found that the addition of zine adds 
to the stability of the preparation and prolongs 
its activity after injection. As with most bio- 
logical products, it is best kept in a cool place. 

Protamine zinc insulin never should be 
given intravenously. Its effect on sugar met- 
abolism is the same as that of regular insulin 
except for more prolonged action. Clinically, 
the effect of protamine zinc insulin is noted 
three to four times as long as when old insulin 
alone is used. It must be remembered that 
each dose of new insulin acts for more than 
24 hours, that it does not take effect imme- 
diately after its injection and that it is some- 
what cumulative in its action. Richardson’ 
has shown that 90 minutes after injection it 
will lower the blood sugar only 12 per cent. 
The full effect is not noted until about 6 hours 
after injection. This continues for about 12 
hours or more and then the curve of activity 
gradually decreases. Various experiments 
(Lawrence and Archer )* have shown that this 
compound will act longer when no carbohy- 
drate has been given, and on the other hand 
frequent large carbohydrate feedings will 
lower the period of its activity. 

Protamine insulin is injected in the same 
manner as old insulin. It is wise to instruct 
the patient to use a new site each day. Con- 


venient areas on either thigh can be mapped 
out for consecutive use. There is less tendency 
to dystrophy because of the non-acidity of the 
preparation and the need for fewer injections 
each day. Local reactions occasionally occur 
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at the site of the injection but there are no 
other ill effects. After a few days or weeks, 
local reactions gradually cease. The syringe 
may be boiled before use each time or may be 
kept in alcohol. Joslin’ states that the small 
amount of alcohol left in the syringe has no 
ill effects. If old insulin is to be given also, it 
must not be mixed with the protamine insulin. 
The old insulin may be given first or the 
syringe washed out and the old insulin then 
injected. This is because the protamine left 
in the syringe will precipitate some of the old 
insulin and the quick action of the old insulin 
will be lost. 

The time of administration varies some- 
what with many clinicians. Sprague,’ Joslin,’ 
Wilder’ and many others recommend the 
morning as the preferable time for administra- 
tion. We advise morning injection for most 
of our patients. This is not only the most 
convenient time for the patient but also makes 
the fasting blood sugar and fasting urine the 
guides as to the adequacy of the protamine 
insulin dosage. This also allows the maxi- 
mum activity of protamine zinc insulin to be 
placed at the time of the heaviest carbohydrate 
intake. We suggest, for the sake of routine, 
a definite time for each morning dose, usually 
seven or seven-thirty o’clock. Some variation 
of the breakfast hour is permissible but it 
should be within one hour after taking pro- 
tamine insulin. When a patient must take 
both old insulin and protamine insulin, Joslin’ 
suggests that both be given at the same time 
but separately, and they should be given with- 
in 30 minutes of breakfast. As a rule, we have 
had a set time for protamine insulin injection 
and then had the patient take the old insulin 
just before eating breakfast. Old insulin is 
given for its quick action to cover the hyper- 
glycemia that follows meals. This occurs 
most frequentiy after breakfast and dinner. 
Usually, by giving a dose of old insulin be- 
fore breakfast the blood sugar is kept near 
normal until the protamine insulin has had 
time to take effect and hold it at that level. 
If the old insulin is given too soon before a 
meal, it may precipitate a reaction. Joslin 
quotes Himsworth as stating that he has been 
giving protamine insulin each night at 11 
o'clock with excellent results. This might 
well bear further watching. 

The diets we use are taken from the Joslin 
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cards and are moderately high in carbohy- 
drate. Our average diet contains about 150 
Gm. Campbell’ feels that the best results are 
obtained with lower carbohydrate diets. 
Joslin’ believes that protamine patients do 
better on a carbohydrate diet averaging slight- 
ly less than 150 Gm. When the patient is re- 
ceiving new insulin in the morning, the diet is 
best divided so as to allow 1/5 of the carbo- 
hydrate for breakfast, 2/5 for dinner and 2/5 
for supper. Meals should be distributed over 
as near a 12 hour period as is practical. Should 
there be consistent glycosuria after a given 
meal some of the carbohydrate can be taken 
from that meal and be given mid-way between 
it and the next meal or just before going to 
bed. The latter feeding time is particularly de- 
sirable when there is a tendency to hypogly- 
cemia during the night. Should the patient 
feel as though a reaction were coming on 
when he gets up in the morning, he should be 
instructed to take his truit then instead of 
waiting until breakfast. 

Wilder,’ Rabinowitch’ and others have 
shown that protamine insulin is of definite 
value in the treatment of acidosis or diabetic 
coma but should be used only to supplement 
regular insulin. From 50 to 100 units should 
be given immediately and the patient then 
treated as though he had received no pro- 
tamine insulin. The latter should be repeated 
again in 24 hours. Control of the acidosis is 
thus accomplished more quickly and with less 
old insulin. We have used it in diabetic coma 
with very satisfactory results and feel that it 
should be given in diabetic acidosis. 

The severely diabetic patient without acid- 
osis should be put on new insulin unless he 
has been doing well for years on old insulin 
and does not wish to change. If the transfer 
is to be made, additional small doses of old 
insulin often will be required. To establish 
the dose of protamine insulin for the new pa- 
tient with severe diabetes, it is well to be gov- 
erned by the fasting blood sugar. As an ex- 
ample, the patient with a blood sugar of about 
500 mg. can be given 50 units each morning 
and after two or three days if the fasting blood 
sugar is still elevated the dose should be raised 
four to ten units each day until the early morn- 
ing urine is negative for sugar. When the 
fasting blood sugar becomes normal, the pro- 
tamine insulin dosage has been established. If 
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the patient continues to have glycosuria after 
meals, a small dose of old insulin will usually 
render the urine sugar-free. This glycosuria 
most frequently occurs after breakfast, but 
by noon the protamine insulin should control 
it for the balance of the day. If this dose of 
old insulin fails to control the glycosuria, an- 
other small dose may be given before lunch. 
In this instance, the dose of old insulin should 
be increased the next morning. Caution should 
be used if old insulin is given before supper. 
If the blood sugar falls too low in the early 
evening, the patient will probably have a re- 
action in the early morning due to the con- 
tinued action of the protamine insulin given 
the previous day. The urine voided between 
bedtime and breakfast is a good guide as to 
adequate protamine insulin dosage. If there 
is sugar in this specimen, it is best to have 
the patient void again before breakfast and 
test this specimen as some of the sugar may 
have been carried over from the previous 
evening. It should be remembered that urine 
voided just before each meal may contain 
sugar which was excreted in the first hour 
following the preceding meal. If the patient 
voids again a short time later, the second spec- 
imen will often be negative. 

Most of the moderately severe diabetic pa- 
tients may have to be taken care of in the man- 
ner just described; however, the majority of 
these patients will get along nicely on pro- 
tamine insulin alone. Joslin’ and Marble” con- 
sider good control to exist when the patient’s 
blood sugar is never above 200 mg. per 
hundred ce. of blood and when there is a 
normal fasting blood sugar. 

The mild diabetic patient who is well con- 
trolled by diet need not be placed on insulin, 
but the patient who occasionally gets a hyper- 
glycemia is probably better off on from ten 
to fifteen units of protamine insulin daily. 
Joslin’ suggests that this will save many mild- 
ly diabetic patients from progressing and that 
some patients will sufficiently improve to omit 
insulin therapy. If a patient needs only one 
small dose of old insulin, he is probably better 
protected by the same amount of protamine 
insulin. 

Many methods of transferring a patient 
from old insulin to protamine insulin have 
They are all more or less 
It is best to have the patient in the 


been advocated. 
similar. 
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hospital for transfer because time is saved 
and close observation lessens the chances of 
severe protamine insulin reactions. If the pa- 
tient is well stabilized, the dose can be directly 
substituted. That is, the same number of 
units of protamine insulin is given before 
breakfast as the total daily dose of old insulin 
had been. A marked glycosuria can be ex- 
pected for the first two or three days but the 
urine will then gradually clear up so that at 
the end of a week or two it may be necessary 
to reduce the dose. Some clinicians begin 
protamine insulin therapy with an amount 
equal to about 2/3 of the total daily dosage of 
old insulin and then increase it as necessary. 
Joslin’ suggests giving the usual dose of old 
insulin before breakfast and also a dose of 
protamine insulin equivalent in units to the 
amount of old insulin previously taken during 
the balance of the day. The protamine in- 
sulin dosage is gradually increased and the old 
insulin dosage lowered. By giving old and 
protamine insulin at the same time, glycosuria 
can be largely avoided and control maintained. 
Also, the patient does not have to be observed 
in the hospital as long. The method we have 
found quite satisfactory is to directly substi- 
tute the total number of units of old insulin 
with new insulin. This is given in the morn- 
ing before breakfast. Simultaneously the 
same dose, or slightly less, of old insulin that 
the patient had been receiving before break- 
fast is also given. The doses of old insulin 
that had been given later in the day are omit- 
ted. If no marked glycosuria has occurred, 
the dose of old insulin is reduced about 50 per 
cent the following day and again is reduced 
or omitted the morning of the third day. Dur- 
ing this time, the protamine insulin dosage is 
maintained. Usually a fasting blood sugar is 
obtained on the morning of the third day and 
if normal or below normal, the protamine in- 
sulin is reduced accordingly. Subsequent 
blood sugars are obtained every three to seven 
days until the patient is well stabilized. In 
the interim between blood sugars and until the 
patient is well controlled, we have the urine 
from four periods of the day examined for 
sugar and acetone. These periods are from 
breakfast to lunch, lunch to supper, supper to 
bedtime and bedtime to breakfast. Whether 


the patient will have to take both kinds of in- 
sulin depends upon how well the glycosuria 
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is controlled without old insulin during the 
day. 

Hypoglycemia resulting from protamine in- 
sulin is quite different from that arising from 
old insulin. The reaction is usually insidious 
and is characterized by drowsiness, headache, 
nausea and fatigue. As the hypoglycemia 
progresses, numbness and tingling may occur. 
If not combated, .oma may ensue. The earli- 
est symptom our patients have complained 
of has been headache. This is usually dull, 
diffuse and associated with a peculiar fullness 
in the head. Hypoglycemia in most instances 
occurred between the hours of 1:00 and 7:00 
a. m. and more often near 7:00 a. m, The 
blood sugar is considerably lower than when 
old insulin has precipitated the reaction. Two 
of our severely diabetic patients who had just 
been transferred to protamine insulin had a 
blood sugar of 30 mg. before showing any 
marked symptoms. Two others who had re- 
actions became mentally confused and later 
unconscious. They did nc omplain of head- 
ache until after the hypoglycemia had been 
controlled. 

Hypoglycemia will occur if unusual physi- 
cal exertion is carried on for any length of 
time. If the patient plans a game of golf or 
some similar activity, he cannot depend upon 
reduction of that morning’s dose of insulin 
because the protamine insulin taken the pre- 
vious day will still be acting. Fruit flavored 
life savers each contain 2.5 Gm. of carbohy- 
drate. The patient should be advised that if 
any unusual symptoms occur, one of these 
may be taken every 30 minutes until symp- 
toms are relieved or until the next meal is 
eaten. Should a mild reaction occur during 
the night, we advise the patient to take a 
glass of milk and two Uneeda biscuits. 
This allows a slow absorption of carbohydrate 
and tends to prevent recurrence until time for 
breakfast. If the reaction is severe, we give 
orange juice or syrup and follow this with 
Uneeda biscuits as often as needed. If the 
patient is comatose, intravenous glucose treat- 
ment may be necessary. If the patient has been 
in reaction for a long period of time it should 
be given slowly as there may be danger of 
petechial hemorrhages in the brain. A long 
period of hypoglycemia, even though symp- 
tomless, is not without danger. Exercise is 
as important as ever, but any undue exercise 
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usually requires an intake of small amounts 
of carbohydrate to protect the patient. 

A diabetic patient should carry an identifi- 
cation card stating his name and address and 
his usual dose of insulin. The well controlled 
and instructed diabetic patient taking pro- 
tamine insulin rarely has reactions and as a 
rule needs less change in his routine than does 
the patient on old insulin. Protamine zinc in- 
sulin has been proved to be an invaluable ad- 
vance in the management of the diabetic pa- 


tient. 
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SQUINT* 
TayYLo—E GwaTuMey, M.D., 
Orlando 
In presenting this paper, I am seeking to 
help bring the general medical profession 
abreast of the times in the matter of squint. 
Thirty-four years ago, Claud Worth wrote in 
the preface of the sixth edition of his book 
Squint : “The first edition of this book was not 
published until 1903, when I thought I could 
be certain of what I said.” 
Since that first edition in 1903, only insig- 
nificant additions have been added to the amaz- 





*Read before the Lake County Medical Society, Mt. 
Dora, October 7, 1937. 
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ing work of that remarkable Englishman, 
Claud Worth. And yet here in America, 
thirty-four and a half years later, we find 
many of the members of the general medi- 
cal profession, and some oculists, in rather pro- 
found ignorance of Worth’s work. 

What I have to say, therefore, is nothing 
new. I will especially avoid controversial 
aspects of the subject and seek only to drive 
home a few essential, thoroughly established 
principles, in ignorance of which no medical 
man should remain. 

Approximately one out of every forty child- 
ren have a strabismus ; about nine out of every 
ten cases of strabismus are convergent cases; 
and about eight out of every ten cases of con- 
vergent squint belong to what I shall call the 
classical group. This classical group, then, 
contains about three-fourths of all squints. 
Let us, therefore, address our attention to this 
group. It is by far the most important, be- 
cause it is the group where proper treatment 
in early childhood is so effective. 

The classical case, as it is seen today, may 
be said to present three ear-marks. These are: 
a crossed eye, a blind eye, and an alibi. The 
child has one eye which turns in. This eye 
will be found to have defective vision, often 
amounting to virtual blindness for central 
vision, and the parent will have the alibi, 
usually the history of chickenpox, measles, or 
a “lick” on the head. Never mind the alibi; 
let’s consider this cross-eyed child. Il’hy does 
the eye turn in? It turns in for one main and 
one or more auxiliary reasons. The main rea- 
son is that the fusion faculty was faulty, not 
The auxiliary reason is 
Especially is 


absent, from birth. 
usually a high refractive error. 
this true when one eye differs markedly from 
the other. Considerable hyperopia is usually 
present. 
commodate sufficiently to see (in the presence 
of hyperopia, remember ), the stimulus to con- 
verge is greater than the need to converge, and 
the faculty of fusion being weak, one eye, 
usually the one with the greatest refractive 
error, swings in. 

Once the eye is in, it is clear that double 
vision will be experienced unless one eye shuts 
off its vision. This the squinting eye proceeds 
ta do. This shutting off of vision is an in- 
triguing and subtle business, but what we are 


Thus, when the eyes seek to ac- 
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concerned with here is the fact that if some- 
body doesn’t do something about it, the vision 
of that eye will be irretrievably lost by the time 
the child is 7, 8, or 9 years of age, varying 
with each case. And here we come to the 
crux of the matter, for there are abroad in this 
country two very wrong ideas. The first of 
these is that when squint is found in a child of 
2, 3 or 4 years, the child if let alone may 
“orow out of it.” He may indeed grow out 
of it, in one of two ways, either through spon- 
taneous recovery, which is rare, or by the 
squinting eve becoming so blind that it will 
swing almost straight again. Let me amplify 
this. In its early stages, the squinting eye 
tends to turn far inward to avoid the most 
disagreeable aspect of diplopia, namely, prox- 
imity of the two images. Then as loss of vision 
progresses, the need to turn so far inward is 
reduced, and the eye comes to take up a more 
natural position, which is looking straight 
ahead. The child is regarded by its parents 
with gratification, as 
To the unpracticed observer, the 


“srowing out of the 
squint.” 
eyes may appear straight, and all is well until 
a school test turns up a blind eye, and it is too 
late to save much of the vision. 

The second very wrong idea is one which 
many medical men have unfortunately held 
and perpetuated, namely, that squint patients 
should be let alone until 7, 8, or 9 years old 
and then operated upon. This dates back to the 
1890's, when amblyopia ex anopsia was not 
known to be a curable condition. 

In the modern (since 1903) treatment of 
squint it is considered that a three-year-old 
patient is twice as easy to cure as a four-year- 
old patient, three times as easy as a five- 
year-old patient, and ten times as easy as a 
seven-year-old patient. In the case of a patient 
of nine years, about all we can usually do is to 
operate to straighten a more or less blind eye 
for cosmetic effect. 

How do we treat these little fellows? That 
is a long story, but the principles are simple. 
First, we refract them. Under atropine, 
with a retinoscope, it is no trick at all to re- 
fract a one-year-old to within half a dioptre, 
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which is quite close enough. A four-year-old 
can be refracted to a quarter of a dioptre with 
ease, if there is any cooperation. Having re- 
fracted the case, the proper glass is put on the 
blind eye and the good eye is occluded, totally 
and constantly, until vision is restored as 
much as possible to the blind eye. The occluder 
is then replaced by the proper lens for the 
good eve, and with more or less fusion train- 
ing (not muscle exercises), the eyes in over 
one-half the cases will come straight. In the re- 
maining cases, surgery will have to be resort- 
ed to and should be done at the age of 4 or 5 
years, sometimes at three years if occlusion, 
glasses, and fusion training have failed after 
adequate trial to produce a cure. 

Thus we see that the treatment of squint 
should all be carried out before the age of 
seven, and that “waiting to see what will hap- 
pen” is the worst of all policies. If you have 
a patient whose parents insist on waiting for 
one reason or another to have the proper ex- 
amination, try to persuade them at least to 
occlude the straight eye in the meantime. The 
more the child resents this occlusion, the more 
he needs it, for the reason he resents occlusion 
is blindness in the remaining eye. 

I will pass from this sketchy presentation 
of the “classical” group only to mention that 
the remaining one-fourth of squint cases is 
male up of divergent cases, true alternaters, 
muscle anomalies, and miscellaneous baffling 
squints. These are all difficult cases but I 
offer you the consoling thought that the d‘ffi- 
culty is not yours. Neglect of these cases in 
early childhood usually does little if any harm. 
“Waiting” is often a good policy. Glasses 
are frequently contraindicated and the general 
physician can remain in the most profound 
ignorance of the whole subject without doing 
these patients any particular harm. 

In closing, I would like to invite discussion 
of the ‘classical’ group to the end that we 
may clarify the simple but important principles 
underlying the necessity for the earliest pos- 
sible treatment of this group. 


712 Florida Bank Building. 








re A NRT snes debbie. enanill mabe tlensie 





SE SE Ses ean oy 











th 


re: 


ne 
pre 


way 























Jour. F. M., A. 
Jury, 1938 


OLD COMPRESSION FRACTURES 
OF THE SPINE* 


Joun R. Bowne, M.D., 
Tampa 


It is my purpose in this paper to confine 
myself principally to old compression fractures 
of the spine. The reason for this is that it is 
not rare to find these patients coming for 
relief of various symptoms due to compression 
in which the fracture was not recognized at 
the time of injury. 

It is my belief that rarely should compres- 
sion fracture of the vertebrae present delaye:l 
symptoms and if this occurs usually the pa- 
tient or the physician is at fault. Either the 
patient did not present himself for examina- 
tion or the examination by the physician was 
not complete. Some of the back injuries in 
which fractures of the body of the vertebrae 
occur are so slight that sufficient attention is 
not paid them by the patient to cause him to 
seek medical aid. Too often, however, in 
spite of examination by a physician the con- 
dition is not diagnosed because of failure to 
make use of the x-ray. Any injury such as 
a fall, giving rise to localized pain and tender- 
ness in the spine, especially the lower dorsal 
or upper lumbar, should have the benefit of an 
X-ray examination. 

Of course, injuries with cord lesion are not 
the ones overlooked because they give rise to 
immediate symptoms. We must not forget 
that sometimes a surprisingly slight injury 
may cause compression fracture which, if 
properly treated, will cause no concern; but 
if left untreated may give rise to permanent 
injury with associated annoying symptoms 
and even disability. It is unfortunately true 
that compression occurs later when there was 
no x-ray evidence at time of injury. 

Kummell in 1891 first described a condition 
resulting from spinal injury, giving rise to 
definite pathologic changes, which he termed 
a “rarefying osteitis of a vertebra.””’ He de- 
scribed the lesion as of traumatic origin, such 
as a blow on the shoulders, the back of the 
neck, or the top of the head with a resulting 
pressure or squeezing of one of the mid ver- 





*Read before the Annual Meeting of the Florida Rail- 
way Surgeons’ Association, St. Petersburg, April 5, 1937. 








BOLING: OLD COMPRESSION FRACTURES OF THE SPINE 27 


tebrae with no gross fracture. The injured 
individual does not experience localized pain 
in the back at the time. After two or three 
day$ he begins to complain of back pain, which 
sooner or later disappears for a time, again 
to return months or years later. At this time 
there may be symptoms of a neurological na- 
ture such as a pain in the back, radiating down 
the legs or around the intercostal nerves 
causing girdle-type pain. There are three 
stages of this condition: first, the occurrence 
of the injury, often of a minor nature with 
no symptoms of a fracture nor x-ray findings 
of such; second, a period in which there are 





no symptoms of any type—a period of well- 
being; third, usually after several weeks, 
months, or even years, the gradual develop- 
ment of back pain, accompanied by neurolog- 
ical symptoms. There may be knuckling of 
the spine at this time. This may continue 
until there is cord injury with paralysis. X-ray 
now shows true compression of the vertebrae. 

The earlier the diagnosis is made and 
proper treatment instituted, the fewer will be 
the symptoms. In the true Kummell’s dis- 
ease, as stated above, the x-ray at the time of 
injury will be negative; recheck at a later 
date will be necessary to make the diagnosis. 

The ever present legal involvement makes it 
important to know of these injuries. If x-ray 
at the time of injury shows a fracture, the 
roentgenologist can say definitely whether the 
fracture is recent or not. On x-ray several 
months after injury he may be unable to def- 
nitely state the time of the fracture. [Tor ex- 
ample, a man may have suffered a compres- 
sion fracture of the vertebrae several vears 
in the past and have had no_ particular 
symptoms. Should he now have any kind of 
fall or trauma to the back, all subsequent pain 
and pathology will be attributed to the recent 
injury instead of to the one suffered several 
years previously. However, if an x-ray is 
made at the time of this latter injury, the diag- 
nosis of an old rather than a new lesion can 
be made. A few months later the roentgen- 
ologist cannot be so definite. 

I wish to report a few cases. In the first 
two, treatment could almost certainly have pre- 
vented the suffering and disability that the pa- 
tients have for months experienced. 
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Case 1. A woman of 40 years of age came 
to the office January, 1936, complaining of 
girdle-type pain, vomiting, pain in the back 
and radiating down the legs. She gave a 
history of fracture of the lower dorsal verte- 
brae two years prior tothat. She was x-rayed 
at the time of the accident but other than rest 
in bed for a week, nothing was done and she 
had thought no more of the back. X-ray re- 
vealed an old compression fracture of the 
eleventh and twelfth dorsal vertebrae with 
deep angulation at the site of the fracture. 
The gastro-intestinal examination yielded no 
findings of importance. A posterior plaster 
shell with marked anterior bow was applied. 
She remained on this for ten weeks and a brace 

She had no more girdle-pain 
Except for mild pains in the 


was then fitted. 
or vomiting. 
legs following undue exertion she is free of 
pressure symptoms. She dislikes very much 
the brace and occasionally tries to go without 
it but cannot do so without suffering. It may 
be that eventually a fusion operation will be 
indicated. 
Case 2. 


mitted to the hospital December, 1935, be- 


A white woman aged 66, was ad- 


cause of pain in lower back, rectum and 
bladder. The pain in the rectal region was 
most severe. A peculiar feature of the case 


was that she was in pain only on standing or 


sitting. The pain was not exaggerated by de- 
fecation. Proctoscopic examination and cys- 


toscopic examinations were negative. During 
the course of x-raying the colon the discovery 
was made of an old compression fracture of 
the first and second lumbar vertebrae. Going 
back into her history we found that 12 years 
before she had fallen down the stairs injuring 
her back. From that date she had suffered 
with backache increasing in severity as the 
years went by. During the past three or four 
years it had been impossible for her to walk 
more than a block or two because of severe 
back pain. During the past year the pain in the 
rectal region had caused her to spend most of 
her time in bed. The back pain fitted into the 
picture well enough but it was more difficult 
to associate the rectal pain with the back in- 
However, because of the otherwise 


jury. 
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negative findings a posterior plaster shell with 
Within 


She re- 


marked anterior bowing was applied. 
a week she was free from all pain. 
mained on the shell for about 10 weeks and 
then a brace was fitted and she was allowed to 
be up. Since then she has been practically 
free of pain except for one or two short pe- 
riods when she exerted herself too much or 
went without the brace. She still keeps the 
plaster shell and frequently sleeps on it for 
the comfort it gives. 

In contradistinction to the above cas<s let 
me report the case of a man, aged 54, who 
came to the office May, 1934, complaining of 
pain in the back following a jolt received the 
day before when the horse which he was rid- 
ing bucked, causing him to land heavily in the 
saddle. The only symptom was that of pain 
in the lumbar region of the spine. X-ray 
showed compression fracture of the first lum- 
bar vertebra. A posterior plaster shell was 
used for 10 weeks followed by a brace for 
three months and then a stiff corset for three 
He has had no symptoms since the 
first ten days. Without treatment he might 
very well have developed symptoms of cord 


months. 


lesion from pressure. 

Until the past few years it was believed that 
fracture of the vertebrae healed far more slow- 
ly than fractures of other bones. I[ think 
that most men now believe that with proper 
reduction and rest, satisfactory healing does 
take place. These patients should be put at 
complete rest for two or three months in a 
plaster cast or, as I prefer, a plaster shell with 
an anterior bow. Following this, depending 
upon the severity of the fracture and rapidity 
of bone formation, they should wear a brace 
for from three to twelve months. During this 
time there will have been bone repair of the 
fracture, after which they can go without sup- 
port of any kind. It may be difficult to con- 
vince the patient of the necessity of such a 
lengthy course of treatment. He must be made 
to realize that a few weeks of restriction fol- 
lowed by a few months of cast discomfort will 
insure him against a lifetime of back pain and 
possible complete disability. 
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ABNORMAL BLEEDING IN THE 
MIDDLE-AGED WOMAN* 


C. J. Cottins, M.D., 
Orlando 


The etiology of abnormal uterine bleeding 
throughout the reproductive life of woman 
always presents an interesting diagnostic 
problem. It is in the middle-aged group that 
it assumes its greatest importance. 

It seems hardly necessary in addressing an 
intelligent group of physicians to give the 
reason for this statement, and yet the fact re- 
mains that a large number of these women are 
still being treated with uterine styptics and 
other drugs without an adequate examination 
to determine the etiologic factor. This ade- 
quate examination is one that the majority of 
doctors can make, and if it cannot be made it 
is the definite responsibility of the doctor to 
his patient to see that she receives it else- 
where. 

Women of all classes today generally rec- 
ognize the fact that abnormal bleeding is not 
a physiological symptom of the menopause, 
and the fear of cancer has been strongly im- 
planted in their minds. Certainly, it is the 
duty of every doctor who accepts women as 
patients to relieve or confirm this fear by the 
proper type of examination. 

In discussing this subject no distinction will 
be made between menorrhagia and metror- 
rhagia. For all practical purposes both can be 
included under the general head of abnormal 
uterine bleeding. The causes of this bleeding 
may be conveniently divided into three classes : 
constitutional ; functional; and anatomical, ac- 
cording to the classification of Novak. Con- 
stitutional causes will not be discussed as they 
will be discovered in the course of a complete 
physical examination and their role is not of 
great importance in the age group under con- 
sideration. This discussion will therefore be 
limited to functional and anatomical causes of 
bleeding. 

It seems best to subdivide this middle-age: 
class into the menopausal and postmenopausal 
group for each one has its special problems 
and conditions. The postmenopausal group 
includes those women who have ceased to men- 





*Read before the First Annual Meeting of the South 
Central Medical District, October 21, 1937. 
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strate for a year or longer, and then resume 
bleeding. The age limit may extend beyond 
what is ordinarily considered middle-age, but 
will be included in this age group. 
FUNCTIONAL BLEEDING 

It may be said that all functional bleeding 
occurs within the reproductive life of the 
woman, 50% of all cases being in the meno- 
pausal group. Bleeding is considered as func- 
tional in origin when no pelvic pathology can 
be demonstrated and constitutional causes 
have been eliminated. It is usually not asso- 
ciated with pain and is practically always ac- 
companied by sterility. 

The patiiologic picture is that of a hyper- 
plasia of the endometrium. There is an over- 
growth of the endometrium at times assuming 
a polypoid appearance. The epithelium is tall 
and heavy and of the non-secretory type. The 
most constant pattern is that of the glands. 
Some are large and cystic and others small, 
giving them the Swiss cheese appearance as 
described by Novak. The stroma is increased, 
compact, and often shows mitotic figures. The 
cause of this condition is quite constant. ‘The 
fault lies in the lack of the luteinizing hor- 
mone of the anterior pituitary. The ovaries 
show unruptured follicles and the absence of 
corpora lutea. The growth phase of the en- 
dometrium is being constantly stimulated by 
an over-production of folliculin and never 
reaches a secretory phase due to the lack of 
progestin. Hypothyroidism is occasionally a 
factor in the causation of this condition. Hy- 
perplasia itself is not the cause of the bleeding 
as it may exist with amenorrhea. Investiga- 
tion by Hartman indicates that the bleeding 
depends upon the presence of a “bleeding 
principle” having its origin in the anterior 
pituitary. In the postmenopausal group, 
bleeding is occasionally caused by a type of 
ovarian tumor known as the granulosa cell 
tumor. The folliculoid elements of this tumor 
secrete folliculin in the same manner as nor- 
mal follicular epithelium and produce the 
same response in the endometrium, causing a 
hyperplasia. Whenever a hyperplasia of the 
endometrium is found in postmenopausal 
bleeding the presence of a granulosa cell 
tumor should be suspected even though the 
tumor can not be palpated. Novak and 
3rawner, reporting a series of 36 cases of 
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granulosa cell tumor, found that six cases 
occurred in the postmenopausal age, and that 
all of these cases were accompanied by irreg- 
ular bleeding. 

ANATOMICAL CAUSES 

Carcinoma is by far the most important 
cause of anatomical bleeding in the middle- 
aged group. Carcinoma of the cervix is found 
with about equal frequency in the menopausal 
and postmenopausal groups. It occurs most 
often on the vaginal surface of the cervix and 
is of the squamous cell variety. The bleeding 
produced is usually slight and spotting in 
character. Carcinoma occurring in the cer- 
vical canal is of the glandular type and, being 
protected from trauma, bleeding usually oc- 
curs later. 

About 75% of all carcinoma of the corpus 
occurs in the postmenopausal group and the 
other 25% begin during the reproductive life 
of the woman. The bleeding in carcinoma of 
the body of the uterus is usually slight at first, 
but soon may become excessive. Prolonged 
excessive bleeding in the postmenopausal 
group practically always means carcinoma of 
the body of the uterus. 

Geist and Matus, in reviewing 182 cases of 
postmenopausal bleeding, found that 42% of 
the cases were benign, and 5714%, malignant. 
The incidence of malignancy in this series is 
low and may occur as high as 65% in all cases 
of postmenopausal bleeding, according to 
other authors. 

At any time during the reproductive life the 
retained products of pregnancy and ectopic 
pregnancy, rarely chorioepithelioma, must be 
considered as causes of irregular uterine bleed- 
ing. Pelvic inflammatory diseases may be an 
etiologic factor in the menopausal group, more 
rarely in the postmenopausal group, but it is 
not as common as in younger women. 

Benign polyps, either cervical or fundal, 
will produce bleeding in both groups. They 
may be associated with hyperplasia of the en- 
dometrium in which a polypoid growth ap- 
pears. Intramural and submucous myoma and 
adenomyoma of the uterus are usually ac- 
companied by excessive bleeding. 


Cervical erosions may cause slight bleeding, 
but the diagnosis of carcinoma must always 
be seriously considered in any cervical lesion 
that bleeds easily. 


Bernstein found hyper- 
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functional ovarian bleeding in 2614% of 1,101 
cases of different types of ovarian tumors. Of 
all these tumors, 58% occurring in the meno- 
pausal and postmenopausal groups were mal- 
ignant. 

Senile vaginitis and endometritis may cause 
slight bleeding in the postmenopausal group. 

The following case is reported to show the 
variety of pathology that may be found in one 
patient with postmenopausal bleeding. 


Case Report 


Miss C. K., aged 55, was first seen in my office on 
February 26, 1934. Her history showed that menses 
began at the age of 13, were regular every 26 to 28 
days, lasted five days, and were average in amount. 
They had stopped ten years previously, in a normal 
manner, following which she had no bleeding for five 
years. For the past five years she had had irregular 
bleeding, which was slight in amount. There was some 
leukorrhea between periods but she had experienced no 
pain or loss of weight. She was admitted to the hospital 
where a diagnostic currettement was done and speci- 
mens sent to a competent pathologist, who reported a 
hyperplasia of the endometrium. 

On September 9, 1934, she was again examined in 
my office and a small polyp-like mass was discovered 
protruding through the cervix. This was removed and 
was diagnosed by the same pathologist as adenocar- 
cinoma. On September 15, she was sent to the hospital 
and radium 100 mg. was inserted into the cervix for 
36 hours (3600 mg. hrs.). There was no further bleed- 
ing until in March, 1935, when the patient reported she 
had noticed slight spotting. She was readmitted to the 
hospital and given an additional 2400 mg. hrs. of 
radium in the cervical canal. On August 28, the 
cervix looked normal but there had _ been = slight 
spotting again. She was next seen on September 28, 
when she reported spotting, and was again admitted to 
the hospital September 30, 1935. 

The abdominal exam/‘nation revealed no areas of 
tenderness or muscular rigidity; no masses or organs 
were palpable. The external genitalia were normal. 
Vaginal mucosa was atrophic; cervix small, hard and 
no nodules were palpable. There was a small grayish 
patch, .5 cm. in diameter, on posterior lip. The uterus 
was in anterior position and appeared regular in con- 
tour and normal in size. The adnexa appeared normal 
and no masses could be palpated. 

There was no albumin or sugar in the urine, which 
was straw-colored, acid, 1014. A few pus and epithelial 
cells were found. The red blood count was 4,650,000, 
hemoglobin 86%, white blood count 4,200, polymor- 
phonuclears 789, small mononuclears 10%, large mo- 
nonuclears 7%, eosinophils 5%, Kahn negative. 

A panhysterectomy was done on October 1, 1935. 
The uterus was normal in size. Cut surface showed a 
polypoid condition of the endometrium. No nodules 
could be felt in the cervix and when it was cut it 
seemed to consist mainly of scar tissue. The left ovary 
was round, hard, and enlarged to the size of a small 
egg. Cut surface showed some scirrhus growth that 
had replaced all ovarian tissue. The right ovary was 
normal. 

A section of the cervix was composed of dense 
fibrous tissue with a normal epithelial lining on the 
vaginal surface. There was no evidence of malignancy. 
A section of the ovary was composed almost entirely of 
fibrous tissue with spots of sclerotic tissue on one side. 
No malignancy was present. A section of the uterus 
showed the mucosa to be markedly overgrown and hy- 
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perplastic, forming a polypoid mass. The glands were 
invading the wall of the uterus. These glands were 
irregular in shape and size with a piling up of the 
cells within the lumen and in places had broken through 
the basement membrane. A moderate number of mitotic 
figures were noted. In places the cells of the uterine 
glands were piled up forming sheets. 

A pathological diagnosis was made of adenocarcinoma 
of the uterus and fibroma of the left ovary. 

This patient presented a hyperplasia of the endo- 
metrium, an adenocarcinoma of the endocervix, an 
adenocarcinoma of the body of the uterus and a fibroma 
of the left ovary. Any one of these pathological con- 
ditions could have produced postmenopausal bleeding in 
her case. The occurrence of an endometrial hyper- 
plasia and later of an adenocarcinoma of the corpus 
may indicate some relationship between these two con- 
ditions. She was last examined Oct. 1, 1937, and has 
remained perfectly well. 


DIAGNOSIS 

A careful history, complete physical exam- 
ination and bimanual pelvic examination, with 
visualization of the cervix, will establish the 
diagnosis in the majority of these cases, ex- 
cluding functional type of bleeding and car- 
cinoma of the body of the uterus. Other tests, 
such as the sedimentation rate, Aschheim- 
Zondek test, and basal metabolic rate, may be 
necessary in the differential diagnosis. A uter- 
ogram after injection with lipiodol may reveal 
a filling defect in the uterus due to an intra- 
mural or submucous myoma. The most im- 
portant part of the examination is a diagnostic 
currettage. This should be done even though 
some other pelvic pathology is found, for it 
must be remembered that carcinoma can be 
associated with other pelvic pathology, par- 
ticularly myoma. It is only by a diagnostic 
currettage that hyperplasia of the endome- 
trium and adenocarcinoma of the corpus can 
be differentiated. Bleeding should never be 
considered functional until fundal carcinoma 
has been eliminated. I believe that for a diag- 
nostic currettage the patient should always 
be given a general anesthetic for only in this 
way can it be thoroughly done and the interior 
of the uterus entirely covered. All scrapings 
should be saved and examined by a competent 
pathologist. 

TREATMENT 


Radium is a specific in the functional bleed- 
ing of the middle-aged group. It will cure 
100% of these cases and no other treatment 
need be considered. The use of the anterior 
pituitary-like hormone and progestin is not 
recommended for their use is uncertain. They 
should be reserved for the younger age group 
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where the conservation of the ovarian func- 
tion is desirable. Congo red, snake venom, 
parathyroid, and thyroid extract should also 
be reserved for that age group. 

At the time of the diagnostic currettage, it 
is my practice to insert 50 mg. of radium into 
the uterus for 24 or 36 hours. Usually 1200 
mg. hours is a sufficient dosage and more than 
this may cause undesirable menopausal symp- 
toms. Keene and Payne recommend using 
even a smaller dosage and repeating it if nec- 
essary in the hope of avoiding distressing 
symptoms of the menopause. Radium in this 
dosage will also produce a cure in small myo- 
mata. The contraindications for radium are 
the same here as at any other time. 
ence of pelvic inflammatory disease and severe 
anemia are the principal contraindications. 
Severely anemic patients should be given 
transfusions before radium is used. 

Hysterectomy is not necessary in hyper- 
plasia of the endometrium in the menopausal 
group and its use should be reserved for the 


The pres- 


postmenopausal group where a granulosa cell 
tumor is suspected. Many uteri are removed 
and the patient needlessly subjected to the 
danger of a hysterectomy when radium is the 
treatment of choice. 

Carcinoma of the cervix is best treated by 
radium. Healy and Frazell report a five-year 
salvage of 27.7% in 551 cases of cervical car- 
cinoma treated with radium. Carcinoma of 
the body of the uterus should be treated first 
with an intra-uterine application of radium and 
a panhysterectom, at the end of six weeks. 
If the condition of the patient does not permit 
a panhysterectomy, one should be content 
with the use of radium alone. Norris and 
Dunne in reporting 211 cases of carcinoma of 
the body of the uterus report a five-year sal- 
vage of 47.8% with hysterectomy and 43.8% 
with the use of radium alone. 

Ovarian tumors should always be removed 
surgically in the menopausal or postmeno- 
pausal age for over 50% of these tumors are 
malignant. 

CONCLUSIONS 

1. Malignancy should always be consider- 
ed first in the abnormal bleeding of middle- 
aged women. It is the most frequent cause of 
postmenopausal bleeding and must be con- 
sidered the cause until it has been disproved. 





2. A diagnostic currettage should always 
be done to differentiate hyperplasia of the en- 
dometrium from adenocarcinoma of the corpus 
of the uterus. Carcinoma may be associated 
with other pelvic pathology and a currettement 
should be done before radium or x-ray treat- 
ment is given. 

3. Prolonged persistent postmenopausal 
bleeding practically always means carcinoma 
of the body of the uterus. 

4. Radium is a specific treatment for func- 
tional bleeding in this group of women and 
other treatments are unnecessary. There may 
be some relationship between hyperplasia of 
the endometrium and carcinoma of the body 
of the uterus, and the use of radium for hy- 
perplasia may prevent the occurrence of the 
latter. 

5. Radium is the best treatment for car- 
cinoma of the cervix. Radium and a pan- 
hysterectomy six weeks later, if the patient’s 
condition permits, is the treatment of choice 
for carcinoma of the corpus. 

6. Hyperplasia of the endometrium in 
the postmenopausal group is usually due to 
granulosa cell tumor and hysterectomy is in- 
dicated even though the tumor cannot be pal- 
pated. 

7. Ovarian tumor in the middle-aged 
group should always be removed surgically. 
The incidence of malignancy is too great to 
permit expectant treatment. 
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AMERICAN MEDICAL ASSOCIATION 
SURVEY 

Perhaps the majority of physicians are un- 
der the impression that medical care, for 
those who require it, is being adequately pro- 
vided. A minority of physicians, among them 
those who are holding salaried positions, ap- 
pear to think otherwise, and have so expressed 
themselves. The object of the survey con- 
ducted by the American Medical Association 
is to ascertain the truth of the matter. Is 
medical care adequate in the United States? 

The agitation for change in the modus of 
medical practice has come for the most part 
from socially minded writers who have used 
up much space in lay magazines during the 
past few years. Little or no demand for 
change appears to have come from the people 
at large. Many, when questioned in regard to 
alleged state or socialized medicine, do not 
know what the questioner means. 

Surveys are apt to be tinctured by bias or 
self interest. The social worker who has come 
into being of recent years is interested in 
making a place for himself in the scheme of 
things. It must not be denied, however, on the 
other hand that the doctor is also an interested 
person. We believe, however, that the doctor’s 
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long contact and association with not only the 
indigent sick, but with sick persons who are 
not indigent, places him in a better position to 
evaluate the needs of people than anyone more 
remote. The further fact that the doctor has 
been accustomed to render service gratis where 
needed should remove from him the reproach 
of being motivated by self interest. The tra- 
ditions of his profession have acted as a sort 
of noblesse oblige. 

The survey, the fact-finding part of it, is 
being left to the county medical society. This 
is about the only thing that can be done inas- 
much as conditions vary with varying localities 
throughout the United States. Those chosen 
by county societies to aid in gathering facts 
will no doubt take the matter seriously, give it 
plenty of time, and approach the whole sub- 
ject in a spirit of detachment, so that reliable 
data may be obtained. Various groups in the 
community are to be approached and given an 
opportunity to answer questions in their own 
language. The correlation of replies and the 
drawing of conclusions from factual data will 
be the function of the American Medical As- 
sociation. The effect of this survey should be 
to let us know whether we are wrong or right 
in Our impression in regard to the adequacy 
of medical care; for impressions they are, be- 
cause no man can get beyond his immediate 
environment whether he is a general prac- 
titioner in the ranks, or a professor of medi- 
cine. 





NEW AND NONOFFICIAL 
REMEDIES, 1938 

In this book the Council on Pharmacy and 
Chemistry lists and describes the medicinal 
preparations that it has found acceptable for 
general use by the medical profession. A 
glance at the list of the Council members and 
the long list of consultants appearing in the 
first part of the book gives ample warrant for 
the authority of the Council’s selections. 

New substances described in this volume 
are Sulfanilamide and Protamine Zinc Insu- 
lin, with the accepted brands. The proved 
value of these new additions to the physi- 
cian’s armamentarium bids fair to make the 
past year a milestone in therapeutic progress. 
The Council is to be congratulated on the 
promptness with which it evaluated these 
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drugs and established standards for their ade- 
quate control. From the first the Council 
warned against using Sulfanilamide in un- 
tried combinations. The sad tragedy of the 
deaths from the rashly introduced Elixir of 
Sulfanilamide-Massengill starkly emphasizes 
the value of such a body as the Council to the 
medical profession and the pharmaceutical 
manufacturers as well as to the public. Of 
course this potential value cannot become ef- 
fective as long as those concerned refuse to 
follow the Council in the use of new remedies. 

Other noteworthy new drugs which appear 
in New and Nonofficial Remedies, 1938, are 
Avertin with Amylene Hydrate, Vinethene, 
Pontocaine Hydrochloride, basal, general and 
local anesthetics respectively; Novatropine 
and Syntropan, synthetic mydriatics. 

Physicians who wish to know why a given 
proprietary is not described in New and Non- 
official Remedies will find the “Bibliographical 
Index to Proprietary and Unofficial Articles 
Not Included in N. N. R.” of much value. In 
this section (in the back of the book) are 
given references to published articles dealing 
with preparations that have not been accepted. 
These include references to the Reports of 
the Council, to Reports of the A.M.A. Chemi- 
cal Laboratory and to articles that have ap- 
peared in The Journal of the American Medi- 
cal Association. 





ANNUAL REPRINT OF THE REPORTS 
OF THE COUNCIL ON PHARMACY 
AND CHEMISTRY 

This book, published by the American Medi- 
cal Association, is a great deal more than a 
mere record of the negative actions of the 
Council on Pharmacy and Chemistry. It gives 
in full the reasons for the Council’s rejection 
of various preparations, but it also records 
results of the Council’s investigations of new 
medicinal agents not yet out of the experi- 
mental stage, and frequently contains reports 
on general questions concerned with the ad- 
vance of rational drug therapy. All three 
categories of reports are represented in the 
present volume. 

This issue of the Reports is remarkable for 
the series of valuable status and preliminary 
reports published by the Council in the past 


year. These include the reports on Avertin 
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with Amylene Hydrate (now accepted for 
New and Nonofficial Remedies), Benzedrine 
Sulfate (the active constituent of the notorious 
“pep” pills but a promising drug when its 
limitations are recognized), Catgut Sutures 
(a survey of the sterility of the market sup- 
ply), Evipal Soluble (a comprehensive review 
of the evidence for the usefulness and limita- 
tions of the drug), Histidine Hydrochloride 
(a study of the usefulness of the drug in 
peptic ulcer, to be considered in connection 
with the report rejecting Larostidin, a pro- 
prietary brand, for unwarranted and exag- 
gerated claims), Mandelic Acid (an authori- 
tative statement of the limitations of this drug 
which the Council has now accepted), and 
Vinethene (a careful study of the evidence for 
the drug, which the Council has accepted for 
one year as an anesthetic to be used in short 
procedures ). 

Other notable reports of outright rejection 
of products are those on Causalin (Causyth), 
an unsafe and dangerous preparation pro- 
posed for use in arthritis; Glutamic Acid Hy- 
drochloride-Calco, proposed as a conveyor of 
hydrochloric acid, with unsubstantiated claims 
of clinical effectiveness; Larodon “Roche,” 
proposed as a substitute for other well estab- 
lished analgesic and antipyretic drugs and 
marketed with exaggerated and unwarranted 
claims. 

Two reports on Sunfanilamide appear, a 
nomenclature and status report together with 
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the warnings which, if obeyed, would have 


reprints of editorials giving 
avoided the series of deaths which resulted 
from the marketing of the ill-fated Elixir of 
Sulfanilamide-Massengill. 

At the end of this volume appears an eulogy 
of George Henry Simmons whose death de- 
prived the Council on Pharmacy and Chem- 
istry of its founder and American medicine 


of a worthy and faithful servant. 





MEDICAL DISTRICT MEETINGS 


Ponte Vedra (C)...... September 15, 1938 
Bradenton (D)........September 29, 1938 
Ft. Lauderdale (F) ...... October 13, 1938 
Gainesville (B).......... October 27, 1938 


Eustis (E)............November 10, 1938 
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BROADCASTS OVER WRUF 

The cooperation of the University of Flor- 
ida, Gainesville, through its broadcasting de- 
partment during the past year, has been very 
much appreciated. This means of reaching the 
general public has undoubtedly given many 
citizens reliable information concerning cer- 
tain preventable diseases and how to proceed 
when sick or in need of the services of a sur- 
geon. Education is the greatest protection 
and the effort of the officials of our own State 
University in encouraging the broadcasting of 
authentic health information over WRUF is 
very commendable. 

Since most of the calls for copies of broad- 
casts are received from the laity, the Associa- 
tion’s Committee on Public Relations has de- 
cided to publish a short synopsis of what was 
covered in each radio address and not repro- 
duce the complete text of each broadcast. 
Anyone desiring a complete copy of an in- 
dividual broadcast is requested to write the 
Florida Medical Association, Box 1018, Jack- 
sonville. 





RADIO BROADCASTS 
THE ScHooL CHILD AND TUBERCULOSIS— 

Logie, Arthur Jones, Jacksonville. 

The anti-tuberculosis program of the State 
Board of Health is explained. Tuberculin test 
described and importance of x-ray stressed. 
Recommendation that all school children be 
tested upon entrance to high school and col- 
lege. 

IMMUNIZING THE PRE-SCHOOL CHILD—von 

Meysenbug, Ludo, Daytona Beach. 

A history of the development of immune 
serums for smallpox, diphtheria, whooping 
cough, typhoid fever, measles, and _ scarlet 
fever. Relative efficiency of these preventa- 
tives given. Cost of immunization and of ill- 
ness compared. 

THE ImMporTANCE OF D1IAGNosIs — Bowie, 

Clyde F., Leesburg. 

Some modern diagnostic aids mentioned. 
The danger of self-diagnosis in cases of head- 
ache, pain in abdomen, and blood in urine. 
High maternal mortality rate in Florida, 
giving cause. Importance of early diagnosis 
stressed. 
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ALLERGY IN CHILDHOoD—Sinclair, William 

Ewing, Orlando. 

Interpretation of term “allergy,” giving 
examples of foods, inhalants, and skin irri- 
tants. Symptoms. Scratch and intracuta- 
neous tests explained. Treatment by: removal 
of offending substance ; injections to overcome 
sensitivity. Progress made in this field in last 
twenty years. 


Our Responsipitity To Our MENTALLY ILL 
AND State Hosprtat—Robertson, J. C., 
Chattahoochee. 

A discourse on the increase in patient popu- 
lation in the Florida State Hospital over a 
period of eight years, resulting in present 
overcrowded condition. Cost to taxpayers of 
caring for inmates. An appeal to citizens to 
help bring about more modern treatment for 
these unfortunates. 


How To CrtoosE ONE’s FAMILY PHysiciIaAn 

—Turberville, J. K., Century. 

Importance of choosing family physician 
before illness occurs. Two important factors 
enter into choice: medical training, and char- 
acter of physician. By careful selection, in- 
competent and unscrupulous would be forced 
out of practice. 


THe NeEep For A BETTER SPIRIT OF Co- 
OPERATION AMONG COUNTY OFFICIALS, 
ScnooL TEACHERS, AND RurRAL Docrors 
In SOLVING THE MENTAL, PHYSICAL AND 
SOCIOLOGICAL PROBLEMS OF RURAL Popu- 
LATIONS—Anderson, James M., Cross City. 
In Florida’s rural schools five out of six 

children _ underprivileged. Recommends 

nursery schools for check-up of hookworm, 
malaria, and other diseases. Describes first 

county nursery school established in 1933 

where 100% were hookworm infested; 55% 

had malaria. Shows monetary returns on in- 

vestment by county sponsoring such plan. 





RELATION BETWEEN PHYSICIAN AND THE 
Famity—Dell, J. M., Jr., Gainesville. 
Certain conventions which should be ob- 

served by the patient’s family in calling a 

doctor, during and after the examination. 

The necessity for such conventions and their 

importance in facilitating the handling of the 

case. 





Sane ner ere Re: 


pemadciairetedsitie Rie 











BEN fii 


er a 





Cl 
to 
Ca 
di 
ca 


na 
na 
dis 


AE 


she 
Int 
vac 












rN 


we or 


il 














NORE waa 


P<, A 








ils Aes ta 








od om doe si 
SUMMA din lkbich 


ia 


BNR by 


a 





Jour. F. M.A. 
Jury, 1938 








BLADDER TROUBLE — Mills, Alvin M., St. 


Petersburg. 





Symptoms which are apparent to laymen. 
Some causes enumerated of inflammation of 
bladder and urinary passage, pus, bloody 
urine, stones, incontinence. Difficulty of dif- 
ferential diagnosis makes thorough examina- 
tion essential. 


APpPpENDICcITIS—Boling, John R., Tampa. 

Description of appendix. Usual symptoms 
of appendicitis. Explanation of what occurs 
in appendix during attack. Necessity for early 
diagnosis and immediate operation. Dangers 
of self-treatment in case of abdominal pain, 
particularly by use of laxatives. 


Be A Wett- BALANCED INDIVIDUAL: BE 
MENTALLY AND PHysICALLy Fit—Speng- 
ler, N. L., Tampa. 

Importance of physical 
culture, properly administered. Harm done 
to various organs by excessive eating. Dis- 
sases from overweight; effect on mental con- 
dition. Importance of good mental and physi- 
cal habits established in childhood. 


Body building. 


VitTaAMINs—von Meysenbug, Ludo, Daytona 
seach. 

The mad rush for vitamins. Vitamins in 
natural foodstuffs. Enumeration and expla- 
nation or Vitamins A, B: B:, C, D, with 
diseases resulting from deficiency. Mention 
of Vitamin E. 


ArtHritis—Vallotton, J. Ralph, Daytona 
3each. 
Prehistoric existence of arthritis. Statistics 
showing its economic and social importance. 
Infection as a cause. Discussion of heat, diet, 


vaccines and drugs in treatment. 


A Few Known Facts Asout CANCER— 

Wells, J. Ralston, Daytona Beach. 

Early symptoms of Cancer. Cancer not 
contagious or hereditary. Only surgery, x- 
ray and radium reliable in treatment. Cancer 
statistics. Work of Women’s Field Army in 
spreading knowledge concerning this disease. 
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RHEUMATISM OR CHRONIC ARTHRITIS—Ash- 
ton, W. L., Umatilla. 

Rheumatism most common cause of pro- 
longed disability. The need for institutions 
specializing in treatment of arthritis. Treat- 
ment: diet, heat, vaccines, massage. Medical 
profession can successfully help the rheumatic 
person in every stage of disease. 


X-Rays 1n DisEAsE—Wood, Will L., Eustis. 

X-ray diagnosis, enumerating some condi- 
tions and diseases in which properly used. 
Manner in which x-ray and fluoroscope oper- 
ate. X-ray therapy; its place in treatment of 


cancer. Danger of x-ray in unskilled hands. 


How To Get THE Most From Your Doctor 
—.Ames, A. M., Pensacola. 
The patient’s proper approach in consult- 
ing doctor. Importance of confidence in and 
The 


Necessity 


cooperation with attending physician. 
family physician. Consultations. 
of giving physician free hand in management 


of illness. 


THe MepicaL Proression: Its VALUE To 
Society—Lischkoff, M. A., Pensacola. 
The service of the physician to mankind in 

preventing illness and in curing disease. Work 

of Pasteur, Koch, Long, and Roentgen men- 
tioned. 
death rate from preventable diseases. 


Statistics given to show decline in 
Ad- 
vocates that each person budget 10% of in- 
come for medical service inasmuch as eco- 
nomic safety is built on health. 


PRENATAL CAreE—Carter, Claude L., Inver- 
ness. 

Statistics on maternal mortality, showing 
percentage of preventable deaths. Importance 
of early examination of pregnant woman. 
Discussion of diet, exercise and clothing dur- 
ing pregnancy. 
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SECTIONAL MEETING, SURGICAL 
CONGRESS 


Mr. J. H. Therrell, Superintendent of the 
Florida State Hospital at Chattahoochee, has 
invited the Florida Section of the Southeast- 
ern Surgical Congress to hold its next clinical 
session at the State Hospital at Chattahoo- 
chee, Saturday, August 27. 

At a recent conference between Mr. Ther- 
rell and Doctor Stevens of the State Hospital, 
and the Clinic Committee of the Florida Sec- 
tion of the Congress, arrangements were com- 
pleted for what promises to be a most success- 
ful meeting. 

Since the hospital is located within a mile 
of the Georgia State line, and only about 
forty miles from the Alabama State line, in- 
vitations will be extended to the members of 
the State Medical Associations of both Geor- 
gia and Alabama to be present at this meet- 
ing. 

At the State Hospital there is a wealth of 
clinical material available for demonstration 
and discussion. There will be no set papers, 
but clinical cases will be presented and dis- 
cussed by invited guests. 

The list of speakers who have already ac- 
cepted invitations to be present comprise the 
following : 

Dr. James S. McLester, Sr., Birmingham, Alabama, 
Past President American Medical Association. 


Dr. T. C. Davison, Atlanta, Georgia, 
President Southeastern Surgical Congress. 


Dr. Walter C. Jones, Miami, Florida 
Dr. Walter Holmes, Atlanta, Georgia 
Dr. J. G. Lyerly, Jacksonville, Florida 
Dr. W. McL. Shaw, Jacksonville, Florida 
Dr. Fred Wilkerson, Montgomery, Alabama 
Dr. William R. Meeker, Mobile, Alabama 

The hospital authorities will entertain the 
audience at lunch and the meeting will be so 
timed that physicians living within a radius 
of seventy-five or one hundred miles can be 
present during the entire meeting and still 
return home before dark. 


The Florida Committee consists of: 


Dr. J. S. Turberville, Century, Chairman 
Dr. J. C. Davis, Quincy 

Dr. F. D. Gray, Orlando 

Dr. W. C. Jones, Miami 

Dr. Ed. Jelks, Jacksonville 
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STATE NEWS ITEMS 
SEBRING GENERAL HOSPITAL 

On Sunday, April 24, the Sebring Hospital 
was formally opened. This beautiful building 
at the corner of the Circle and West Center 
Drive, built during the boom, was recently 
purchased by Dr. L. W. Martin. 

The building has been entirely remodeled 
and redecorated. It has been equipped with 
the latest appliances and furnished with an 
eye to beauty as well as comfort. The build- 
ing can be easily identified by the words, 
“General Hospital,” done in large letters of 
gold, over the entrance way which leads di- 
rectly into the attractive foyer. This beauti- 
ful hospital building is three stories in height 
and every floor has been finished artistically. 
The citizens of Sebring, as well as the local 
press, have complimented Doctor Martin for 
his visionary incentive which prompted him to 
conceive the idea. They feel that hospital 
facilities in Sebring are now on a par with 
those of much larger cities and offer to visit- 
ors within their gates adequate hospital ac- 
commodations. 

FLORIDA EAST COAST MEDICAL MEETING 

The Florida East Coast Medical Associa- 
tion will hold its annual meeting in late Oc- 
tober or early November at Rockledge. 

This location being so near the center of 
the Association’s geographical and population 
area should insure one of the largest meet- 
ings ever held. As usual, an excellent pro- 
gram will be offered. 

Those desiring space on the program should 
send abstracts of papers with names of dis- 
cussors to the Chairman of the Program 
Committee, Dr. E. C. Swift, 615 Greenleaf 
Building, Jacksonville. This committee will 
meet not later than August 15. 

* Ok Ox 

Dr. Charles B. Mabry of Jacksonville has 
returned from Chicago, where he attended 
clinics. 

* 6 * 

Dr. and Mrs. Louie Limbaugh and Dr. 
and Mrs. E. W. Veal of Jacksonville, after 
attending the A. M. A. convention in San 
Francisco, visited Vancouver, Lake Louise 
and Banff, and Montreal, Canada. 
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District “E”’ is the first medical district to 
have a 100% paid-up membership. Drs. H. 
D. Clark of Ft. Pierce and Walter C. Page 
of Cocoa are the councilors in this district, 
which comprises the counties of Brevard, In- 


dian River, Lake, Martin, Okeechobee, 
Orange, Osceola, St. Lucie, and Seminole. 
ss 


Dr. Lucien Y. Dyrenforth of Jacksonville 
was speaker at a regular luncheon meeting of 
the Professions Club of that city on June 28. 
His subject was “Pressure Impregnation of 
Timber.”” Doctor Dyrenforth, a member of 
the club, is a registered professional engineer 
as well as a doctor of medicine. 

+ © 


Dr. and Mrs. Robert B. McIver of Jack- 
sonville spent some time during June in New 
York City. Before returning home they at- 
tended the meeting of the American Urologi- 
cal Association at Chateau Frontenac in Que- 
bec. 

* Ok Ok 

Dr. C. J. Bible of Miami announces the re- 

moval of his office to 1243 N. W. First Street. 
*2 

Drs. R. R. and Caroline Hilborn of Bunnell 

announce their removal to Stanfeld, N. C. 
a -. 


Dr. and Mrs. F. S. Whitman of West Palm 
Seach have gone to Linville, N. C., where 
Doctor Whitman is house physician at Esce- 
ola Lodge. In October Doctor Whitman will 
go to New York where he will take a post- 
graduate course. 
‘+s 


Dr. and Mrs. J. Maxey Dell, Jr., of Gaines- 
ville returned on May 31 from a month’s stay 
in Washington, D. C., where Doctor Dell did 
special work. 

+ 2 

Dr. James B. Parramore of Key West, Di- 
rector of the Monroe County Health Depart- 
ment, and Miss Juliette Cruz were married 
in Ft. Lauderdale on February 21. 

ess 


Dr. and Mrs. J. Maxey Dell of Gainesville 
announce the marriage of their daughter, 
Mary Virginia, to O. N. Harper, Jr., on June 
1, 1938. 
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President W. Henry Spiers has just an- 
nounced that the delegates from this Associa- 
tion to the meeting of the Medical Association 
of Georgia for 1939 will be Drs. Gerry R. 
Holden, Jacksonville; Homer L. Pearson, Jr., 
Miami; and Walter C. Page, Cocoa. 

x * x 
Dr. C. J. Collins of Orlando was certified 


by the American Board of Obstetrics and 
Gynecology at the meeting of the American 
Medical Association in San Francisco during 
its last annual meeting. 


* * x 


The Southeastern Dermatological Associa- 
tion which was organized in Jacksonville in 
1934, will hold its fourth annual meeting at 
Charlotte, N. C., September 4. Dr. J. L. 
Kirby-Smith of Jacksonville is Chairman and 
Dr. Joseph Elliott of Charlotte is Secretary. 
This dermatological society includes in its 
membership all the dermatologists in the 
southeastern states. The last meeting was 
held in Birmingham, Ala. 

‘ee 

Dr. H. Marshall Taylor of Jacksonville, a 
former president of the Florida Medical As- 
sociation, was signally honored at the last 
meeting of the American Medical Association, 
when he was named chairman of the Asso- 
ciation’s section on Laryngology, Otology, 
and Rhinology. 

x Ok Ok 

Dr. William D. Lithgow and family of 
Miami are spending July and August on a 
Mediterranean cruise, visiting Rome, Athens, 
Istanbul, Jerusalem, Cairo, etc. 

eo ¢ 

Dr. Lauren Sompayrac of Jacksonville is 
taking a three-months’ postgraduate course in 
dermatology at the New York Postgraduate 
Medical School, under Doctor MacKee and 
associates. 

* Ok Ok 

Dr. R. C. Dennison of Lake Worth died 
June 15 at the Good Samaritan Hospital, 
West Palm Beach, after an illness of several 
months. 
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JEFFERSON DAVIS FORSTER 

Jefferson Davis Forster was born in Fay- 
ette, Missouri, October 24, 1870, the ninth 
child of the Reverend and Mrs. Francis 
Xavier Forster. As a young man he turned 
to the study of medicine and in 1896 was 
graduated from Barnes College, St. Louis. 
He later returned to hold a professorship at 
his Alma Mater. 

Doctor Forster spent a great deal of time 
in postgraduate study over a period of years 
following his graduation. In 1902 he took 
special work and acted as Assistant in Gyne- 
cology in the New York Hospital. In 1903, 
he did work in gynecology, obstetrics and 
operative technic at Johns Hopkins Univer- 
sity. In 1905 he secured leave of absence 
from Barnes University for special study in 
Europe where he worked in clinics, hospitals 
and universities in Dublin, Glasgow, Edin- 
borough, Leeds, London, Paris, Berne, Berlin, 
Dresden, Prague and Vienna. 

In 1907, he organized the St. Louis Ma- 
ternity Hospital and served as Chief of Staff 
until 1910 when, because of sickness, he was 
compelled to leave, and came to Sanford, 
Florida, where he operated a celery farm for 
one year. Coming to Hawkes Park, now 
Edgewater, Doctor Forster organized the 
Forster Sanitarium, where he remained until 
1923, when he opened private practice in 
New Smyrna Beach. 

Doctor Forster was prominent in medical 
and civic circles. He served as president and 
also as secretary of the Volusia County Medi- 
cal Society, as councilor of the seventh dis- 
trict of the Florida Medical Association, sec- 
retary of the Obstetrics Section of the St. 
Louis Society, member of Directors of the 
Florida Development Board for two years, 
National Executive Committeeman represent- 
ing Florida for four years, member of the 
National Rehabilitation Committee of the 
American Legion for two years, and as presi- 
dent of the New Smyrna Chamber of Com- 
merce for three years. 

The following resolution on the death of 
Doctor Forster was recently passed by the 
Volusia County Medical Society : 


RESOLUTION 
WHEREAS one of our beloved members, Dr. 
JEFFERSON Davis Forster, has been called 
beyond, bringing sorrow to the members of 
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the Volusia County Medical Society, and to 
the members of his family, and friends 
throughout the community. 

WueEREAS, the recent death of Dr. JEFFER- 
son Davis Forster has taken from the Vo- 
lusia County Medical Society one of its old- 
est and most valued members, whose adher- 
ence to the ethical standard of Medicine and 
loyalty to his profession—whose professional 
attainments made him an important member 
of our Society, 

THEREFORE, the members of The Volusia 
County Medical Society, in regular session 
officially go on record as being deeply grieved 
at the loss of our member, and we extend our 
heartfelt sympathy to those who are near and 
dear to him. 

THEREFORE Be Jt Resolved that as an evi- 
dence of profound regret for our loss and 
sympathy for his family it is hereby directed 
that this resolution be spread upon the min- 
utes of the Volusia County Medical Society ; 
a copy forwarded to his family; and the sec- 
retary be directed to notify the Florida Medi- 
cal Journal of his death. 

THE VoLturA County MEpIcAL SOcIETy, 

L. B. BouUCHELLE, 

H. W. Henry. 
Gna. Se ae 
THOMAS WALTER WITT 

Dr. Thomas Walter Witt of Lake City died 
on June 8, following an illness which forced 
his retirement from practice in 1933. 

Doctor Witt was born in Columbia County 
in July, 1891, and received his preliminary 
education there. He graduated from the 
medical department of Emory University in 
1915. He was married the same year to Miss 
Lilla Dawkins of Jefferson County, to which 
union a son, Gerald, was born. 

Following his graduation, Doctor Witt 
practiced medicine for a number of years in 
Columbia City, Florida. In 1922 he moved 
to Lake City where he continued his practice 
until ill health forced his retirement in 1933. 

Doctor Witt was a member of the Columbia 
County Society until he retired from practice, 
serving one year as secretary; a member of 
the Methodist Church, the Elks, and the Mo- 
rocco Temple of the Shrine. He served one 
term on the City Commission, and also was a 
past president of the Lake City Kiwanis Club. 
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DR. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 
REGISTERED A. M. A. 


FOR THE CARE AND TREATMENT OF 
NERVOUS AND MILD MENTAL CASES 
Comfortably furnished rooms. Home atmosphere emphasized. 


Utmost privacy. Tactful nursing. Number patients limited to 
insure maximum attention. 


JAMES H. RANDOLPH, M. D. 
Resident Neuropsychiatrist 
4422 HERSCHELL STREET JACKSONVILLE, FLA. 
Phone 2-2330 














Peeohone 2 MIAMI SURGICAL COMPANY presitent treasurer 


ESTABLISHED 1926 
Hospital and Physicians’ Supplies 
Headquarters for Laboratory Supplies, Laboratory Chemicals and Reagents 
172 S. E. First Sr. We respectfully solicit your orders MraM1, FvLoripa 
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| PROVAL OF THE AMERICAN MEDICAL ASSOCIATION AND ALS 
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We Can Furnish You sense Behind SLA 
With Everything You 


Need In The Way Of MeErRCUROCHROME 
(dibrom-oxymercuri-fluorescein-sodium) 
Office Furniture and <> is @ background of 


Office Supplies Precise manufacturing methods in- 
suring uniformity 


Embossed, Printed & Lithographed Controlled laboratory investigation 


Forms & Stationery Chemical and biological control of 


each lot produced 
@ 
Extensive Clinical application 


The H. & W. B. : 
Thirteen years’ acceptance by the 


D R EB \ , ] Sit, Council of Pharmacy and Chem- 
istry of the American Medical 





COMPANY “Sle” §=Association 
JACKSONVILLE, FLORIDA A booklet summarizing the impor- 
tant reports on Mercurochrome and 
° describing its various uses will be 
sent to physicians on request. 
WRITE US ABOUT OUR REPRESENTATIVE 
a tac neataiael Hynson, Westcott & Dunning, Inc. 


muJjem BALTIMORE, MARYLAND .toon 
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COMPONENT COUNTY SOCIETIES 
DADE COUNTY MEDICAL SOCIETY 

The Dade County Medical Society held its 
regular meeting on the evening of July 5 at 
the Ingraham Building. The following papers 
constituted the scientific program: 

“Hypoglycemic Shock Therapy” (illus- 
trated by films )—James L. Anderson, Miami. 

“Diagnosis of Pregnancy: Review of Lab- 
Clinical Procedures’—Ralph 





oratory and 

Jack, Miami. 
Drs. E. F. Fox and Buist Litterer opened 

the discussion. 

$ & * 
LAKE COUNTY MEDICAL SOCIETY 

The regular meeting of the Lake County 
Medical Society was held June 1 at the The- 
resa Holland Hospital at Leesburg, the mem- 
bers being guests of Dr. H. G. Holland. Dr. 
Clyde F. Bowie of the staff of Holland Hos- 
pital, read a paper on “Kidney Infections and 
Calculi.”’ 

The Lake County Society recently acquired 
by gift, the Fountain Inn at Eustis, with the 
stipulation that the building be used as a hos- 
pital. Remodeling is in progress and the new 
hospital will be ready for occupancy on July 
15. The equipment now in use at the hospital 
at Umatilla will be moved to the new quarters 
at Eustis. 

. * « 
LEON-GADSDEN-LIBERTY-WAKULLA-J EFFERSON 
COUNTY MEDICAL SOCIETY 

The quarterly meeting of the Leon-Gads- 
den-Liberty-Wakulla- Jefferson County Medi- 
cal Society was held at Chattahoochee, Thurs- 
day, April 21, at 3 p.m. The following pa- 
pers constituted the scientific program: 

“The Gall Bladder’ —Ernest B. Milam, Jack- 
sonville. 

“The Influence of Malarial Infection on Was- 
sermann and Kahn Reaction” —S. F. 
Kitchen, Tallahassee. 

“Management of the Diabetic Patient’’—G. 
H. Garmany, Havana. 


* K * 
ORANGE COUNTY MEDICAL SOCIETY 
At a recent meeting of the Orange County 
Medical Society, the following resolution was 


passed with reference to the death of Dr. P. 
M. Lewis: 


VotuME XXV 
NuMBER 1 


RESOLUTION 
After fifteen years of active practice and 
six years of lingering illness, on April 30, 
1938, Doctor P. M. Lewis passed from this 
life into the unknown beyond, from which 
bourne no traveler ever returns. Now, 
Whereas, we as medical practitioners, feel 
his loss as a friend, counselor, and a brother 
practitioner, therefore be it 
Resolved, that we, the members of the 
Orange County Medical Society, express our 
grief and profound sympathy to his bereaved 
family, and furthermore, be it 
Resolved, that a copy of this resolution be 
spread on the minutes of our society, a copy 
sent to Mrs. Lewis, and a copy sent to the 
Florida Medical Journal for publication. 
Resolutions Committee 
C. J. Cotztins, Chairman 
W. H. SPIERs 
Hewitt JOHNSTON 


* *K * 


PASCO-HERNANDO-CITRUS COUNTY 
MEDICAL SOCIETY 

The Pasco-Hernando-Citrus County Medi- 
cal Society, at its regular meeting Thursday 
evening, May 26, was entertained by Dr. W. 
Wardlaw Jones at Dade City. Dinner was 
served at the Edwinola Hotel, followed by the 
scientific session. An interesting case report 
was given by Dr. J. T. Bradshaw and Dr. W. 
W. Jones. 

Reports were made by Drs. S. C. Harvard 
and W. W. Jones, delegates to the annual 
meeting in Miami, and by Dr. W. H. Walters. 
On motion, it was decided that the society 
would not hold meetings in June and July. 
Members present were Drs. J. T. Bradshaw, 
G. R. Creekmore, H. L. Harrell, S. C. Har- 
vard, W. W. Jones and W. H. Walters. 


* * 


PINELLAS COUNTY MEDICAL SOCIETY 

The Pinellas County Medical Society held 
its semi-monthly meeting at the Chatterbox 
on the evening of July 1. Dr. A. J. Bieker of 
St. Petersburg was principal speaker, deliv- 
ering a paper on “Cardiology in Aviation.” 
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REGULATION 


Regulation of the daily program, especially 
diet and exercise, is beneficial to normal 
bowel movement and in some cases of consti- 
pation serves as sufficient treatment. Others 
require additional aid to facilitate regular 
evacuation . . . When an adjunct to diet and 
exercise is required, as it often is, Petrolagar 
provides a mild but effective treatment. Its 
miscible properties make it easier to take and 
more effective than plain mineral oil. Further, 
by softening the feces, Petrolagar induces 
large, well formed stools which are easy to 
evacuate. The five types of Petrolagar afford a 
choice of medication adaptable to the indi- 
vidual patient. Petrolagar Laboratories, Inc., 
8134 McCormick Blvd., Chicago, Illinois. 







Petrolagar... Liquid petrolatum 
65 cc. emulsified with 0.4 Gm. agar 
in a menstruum to make 100 cc. 
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FLORIDA SANITARIUM AND HOSPITAL 


Florida Sanitarium and Hospital, located on 
Lake Estelle, one of the many beautiful lakes 
in Orlando, and surrounded by tall pines, 
friendly oaks, golden orange groves, and flower 
gardens. 

Over one hundred cool, airy rooms and 
cottages. Alacarte service, trained nurses, 
dietitian, and technicians. Special attention to 
corrective diet. Scientific equipment for hydro- 
therapy, electrotherapy, x-ray laboratory, and 
electrocardiography. 

Facilities for supervised recreation and ex- 
ercise. No mental, tubercular, or contagious 
diseases received. Physicians are invited to 
visit the institution. Ethical cooperation, 

Write for further information to 


FLORIDA SANITARIUM AND HOSPITAL 
DRAWER 1100 
ORLANDO, FLORIDA 














Cook County 
Graduate School of Medicine 


(IN AFFILIATION WITH COOK COUNTY HOSPITAL) 
Inoorporated not fer profit 
ANNOUNCES CONTINUOUS COURSES 


Mepicine—Special Courses during August includ- 
ing Electrocardiography and Heart Disease. 
Gastro-Enterology in August and October. 

Surcery—General Courses One, Two, Three, and 
Six Months; Two Weeks Intensive Course in 
Surg* Technique with practice on living tis- 
sue; «nical Course; Special Courses. Courses 
start every Monday. 

GyNnecoLocy— One Month Personal Course start- 
ing August 22nd. Gynecological Pathology by 
Dr. Schiller starting July 25th. Two Weeks 
Course starting October 10th. 

Osstetrics—Two Weeks Intensive Course starting 
October 24th. Informal Course starting every 
week, 

FRACTURES AND TRAUMATIC SurceERY—Informal 
Course every week; Intensive Formal Course 
starting October 10th. 

DERMATOLOGY AND SyYPHILOLOGyY—Two Weeks 
Special Course starting September 19th. Clini- 
cal Course starting every week. 

Cystoscopy—Ten-Day Practical Course rotary 
every two weeks. 

GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF MEDICINE, SURGERY AND THE 
SPECIALTIES EVERY WEEK 
Teaching Faculty 
AtrenpING Starr or Cook County Hospitar 
Address 
Registrar, 427 South Honore Street, Chicago, Ill. 
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ABSTRACT DEPARTMENT 











Members of the Florida Medical Association who 
have had articles published in out-of-state medical 
journals are requested to forward such journals or 
reprints to Box 1018, Jacksonville, for abstracting 
in this department. 

Observations on Early Diagnosis of Gastro- 
intestinal Cancer—JELKs, Epwarp, Jackson- 


ville, South. Surg. 6:299-304 (Aug.), 1937. 


The diagnosis of carcinoma of the gastro- 
intestinal tract is still a problem in spite of the 
increased attention attracted to it by medical 
and lay emphasis. One of the greatest causes 
of delay at present is the failure to suspect 
such a diagnosis in vague  gastro-intestinal 
disturbances, before ill health is evident. 

Seven symptoms which should be kept in 
mind as possibly linked to these early lesions 
are: 

1. Loss of appetite, frequently an early 
symptom in cancer of the stomach. 

2. Fullness after eating, often seen in ma- 
lignancies in the upper tract. 

3. Weakness, due to the lack of nourish- 
ment, or to developing anemia. 

4. Anemia, usually due to slow leakage, 
and only recognized by occult blood in stool 
examinations. 

5. Intermittent diarrhea and constipation, 
due to lesions in the large bowel, and not 
necessarily a very early symptom. 

6. Change in color of the stool which may, 
if noticed, lead to suspicion of bleeding and 
its cause. 

7. Change in gastro-intestinal life such as 
the vague intermittent dyspepsias, chronic in- 
digestions and so-called “bilious spells.”’ 

To adequately study the gastro-intestinal 
tract to rule out malignancy one must always 
be ready to suspect cancer and a stool examin- 
ation for occult blood is most important. 
Next in importance is the digital rectal ex- 
amination to be followed by the sigmoido- 
scopic examination. Then a thorough roent- 
gen study of the whole tract is necessary, un- 
less obstruction is evident. In suspected car- 
cinoma of the stomach gastroscopic studies 
are indicated unless hemorrhage and cardiac 
stricture prevent. 





Dr. Brawner’s Sanitarium 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


For Nervous and Mental Disorders, Drug and 
Alcohol Addictions. 


Approved diagnostic and therapeutic methods. 
Hydrotherapy, Electrotherapy, Massage, X-Ray 
and Laboratory. 
Special Department for General Invalids and 
Senile cases at Monthly Rates. 
James N. Brawner, M.D., Medical Supt. 
Atsert F. Brawner, M.D., Resident Supt. 




















DOCTORS LAKE and AYERS 


X-Ray and Clinical Laboratories 


Wm. F. Lake, M.D. 
Director Laboratory of X-Ray 


A.J. Ayers, M.D. 
Director Laboratory of Clinical Pathology 


Tissue examination, gross and micro- 
scopic, Blood Chemistry, Serology, Bac- 
teriological Examinations, Autogenous 
Vaccines and Metabolism. We are 
equipped to do all X-Ray and Labora- 
tory diagnoses, X-Ray and radium ther- 
apy. Containers and information fur- 
nished upon request. Reports tele- 
graphed when desired. 


111 MEDICAL ARTS BUILDING 
Long Distance Phone JA. 3937 
ATLANTA, GA. 


Approved by the Council on Medical Education 
and Hospitals of the American Medical 
Association 

















